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Children constitute the most precious resource of any society. But they also 
constitute the most vulnerable section and need be protected from exploitation 
and abuse through proper care and development. The Constitution of India 
recognises the need for paying special attention to children and the National 
Policy for Children too affirms this. Government’s commitment to protection of 
Children’s right is reflected in the importance it attaches to the Convention on 
the Rights of the Child. 


The State Plan of Action - 2003 is a reaffirmation of the commitment of the 
Government of West Bengal towards its children. It spells out different goals, 
strategies for achieving these goals and the monitoring structures. It also seeks to 
provide focus for implementation of various programmes for children under the 
aegis of different departments of the State Government with active co-operation 
from different segment of the Civil Society and UNICEF. I am confidennt that 
the State Plan of Action for Children will provide useful inputs in ensuring a 
brighter and safer future for children of West Bengal. 
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PREFACE 


Investment in child development is an investment in the country’s future and in 
improving the nation’s quality of life. The preparation of the State Plan of Action 
- 2003 for the State of West Bengal is an exercise in recognition of this and in the 
context of the State Government’s commitment to protect the rights of the 
children. 


The State Plan of Action - 2003 seeks to coordinate the activities of different 
departments to bring a convergence in achieving optimum results in the field of 
child development. It is hoped that this document will be useful in monitoring 
the implementation of different programmes that have a bearing on the overall 
development of children in the state. 
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INTRODUCTION 


The Context 


Revisiting the pledge taken at the 
World Summit for Children 
(WSC),1990 


At the World Summit for Children (WSC) 
1990, India and other countries took a pledge 
to accord priority to the needs of children, their 
survival, protection and development. The 
Department of Women and Child Development, 
Government of India (GOI), followed up the 
pledge In 1992, through development of a 
National Action Plan for Children (NAPC). The 
Government of West Bengal (GoWB), also 
followed suit with its State Plan of Action for 
Children (SPAC) — 1993; protection of 
children’s rights and providing them with 
opportunities for development were set down 
clearly as stated objectives for sustained 
development in the state. 


During the last decade, the state has made 
significant progress in improving the status of 
women and children, especially that of the girl 
child. This is well reflected in some of the 
summary indicators for the state. West Bengal 
ranks, for example, the third lowest in the 
country in infant mortality (51 per 1000 live 
births) after Kerala and Maharashtra (SRS April 
2003). The decennial birth rate in the state is 
20.6, much lower than the national average of 
25.4. The child sex ratio in the state is 963 
female children per 1,000 males children while 
the national average is 927 per 1,000 males. 


However, the challenges that lie ahead are by 
no means small whether these relate to reducing 
mortality, ensuring complete and timely 
immunisation to all children or achieving 
Universal Elementaty Education (UEE). These 
have to be met with considerable sectoral and 
institutional coordination. Sectors like health, 
education, nutrition and child rights need 
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interventions on priority basis at the policy level 
as well as at the grass roots. Coordination 
between institutions, various departments of 
government, Panchyati Raj Institutions (PRIs), 
local NGOs and other segments of the civil 
societies has therefore been intensified in the 
state to meet these challenges. 


In the recent years there has been a growing 
realization about the crucial role 
decentralisation plays in taking the benefits of 
development to the people and that planning 
through the Panchayati Raj Institutions (PRIs) 
provides an effective tool for such a process. 
West Bengal has set precedent in 
decentralization of power and in assigning clear 
administrative roles and responsibilities at 
different levels of self-governance. It is one of 
the pioneer states in strengthening the 
Panchayat Raj Institutions (PRIs) and in 
devolving power to these institutions. Even for 
implementing the programmes pertaining to 
Child rights, the state is devolving power and 
responsibilities to the PRIs and positive results 
of these actions are becoming apparent. 


Revision of the Child Plan of Action 
after a decade 


Major Concerns 


A decade later, Government of India in the 
Department of Women and Child Development, 
has drafted a new action plan for children, 
carrying forward the agenda of the National 
Action Plan for Children drafted in 1992 
(NPAC-1992). The new plan reflects at the 
goals set in1992, evaluates achievements and 
failures, identifies programmes that need 
accelerated efforts and fresh areas of 
interventions. 


The draft does take note of positive trends in 
many of the basic indicators at the national 


level, such as a steady reduction in the infant 
mortality rate, decline in levels of malnutrition 
and an increase in primary school enrolment 
rates. However, it also points out areas that 
requires immediate attention, like low birth 
weight babies, high morbidity rates, high 
incidence of malnutrition, nutritional 
deficiencies especially in Vitamin A, iron and 
iodine, low levels of primary immunization, 
inadequate access to basic education and high 
drop out rates in schools. 


Another major concern that has got highlighted 
in the recent years is the right of the child to an 
identity. This has been accorded a high priority 
considering the fact that this is essential to keep 
track of children’s development and of the 
demographic dynamics in the society. 


The NPAC too recognizes birth registration as 
a new priority area; a complete section is 
devoted to it in the draft NPAC-2003. Similarly, 
the NPAC also focuses on the challenges posed 
by the HIV/AIDS and pays special attention to 
this issue. 


The new Plan of Action for children also 
acknowledges the special needs of the children 
with disabilities; they are categorized under a 
separate head instead of getting classified 
under the category of ‘Children in difficult 
circumstances’. This reflects a shift in attitude 
towards them; from welfare to enabling them 
to grow in a more self sustaining mode by 
providing them an environment conducive to 
their growth. 


To follow these concerns at the state level and 
for making the action state specific, the 
Department of Women & Child Development, 
Government of India, has requested every State 
Government to prepare a co-ordinated action 
plan at their own level. 


Accordingly, the State Plan of Action for the 
Children- 2003 in West Bengal has been 
prepared with inputs from and in consultation 
with related government and non- government 
agencies including deliberations emerging out 


of the broader consultations with different 
segments of civil society. 


The draft Plan is structured in seven chapters 
as follows: 


1. Introduction 
2. Promoting Healthy Lives 
3. Providing Quality Education 


4. Children in Need of Special Protection 
Measures 


5. Combating HIV/AIDS 
6. Birth Registration 
7. Cross Cutting Themes 


The first chapter sets the context and elaborates 
on the structure of the document. The 
subsequent chapters are each divided into six 
main sub-heads; the Goals, Objectives, Present 
situation, Strategies, Activities and 
Management Indicators. Each sub-section 
suggests new Strategies/ interventions, 
management indicators for monitoring and list 
out the implementing agencies relevant to each 
sector, bringing together all existing 
programmes around the common theme of 
putting the children first. 


Action Plan as a monitoring tool 


The Plan has also been designed to be used as 
a monitoring tool for child development. It 
therefore describes the present status in 
different sectors compiled from relevant 
sources along with the management indicators. 
A brief fact (Annexure I) sheet is appended to 
the plan that provides updated information on 
the status of different indicators. It covers the 
performance of different sectors in comparison 
with the all India figures, indicating sectors 


where good progress has been made and 
highlighting those requiring further attention. 
Different indicators in the ‘SPAC - sheet’ have 
been represented through a life-cycle approach 
to highlight the interconnections between 
different sector in looking at the child as a 
whole. Both the SPAC — sheet and the SPAC — 
wheel can be updated every year and placed in 
the public domain. 


It is important to emphasise that the selective, 
and not exhaustive, coverage of different 
sectoral components in the Plan of Action is 
intentional because it is primarily a plan of 
action for children and not a plan of action for 
each sector concerned. Nevertheless, individual 
sectors have the best expertise in elaborating 
relevant strategies, the activities currently 
undertaken or to be undertaken or scaled up 
during the 10" plan period. 


Feedback on this segment from individual 
sectors has been obtained wherever possible. 
Further, given the requirements of the plan of 


action, the list of management indicators 
purposefully focuses on measurable outputs 
rather than process or input indicators. 


West Bengal is strongly committed to 
decentralized planning and therefore, it is 
appropriate that regional variations in different 
parameters should be presented and elaborated 
in the plan of action. This has been done in 
case of some of the indicators. This could be 
extended to other parameters depending upon 
the feedback from concerned groups. Such an 
analysis, it is hoped, will be of help in 
decentralized planning; an important 
consideration in view of the new term of the 
newly elected PRI institutions beginning from 
2003. 


It is hoped that SPAC WB-2003 will emerge as 
a useful reference and monitoring document 
that will provide valuable inputs in the 
implementation of programmes that have a 
bearing on the overall development of children 
in the state. 


PROMOTING 
HEALTHY LIVES 


Integrated Early Childhood 
Development (IECD) 


Health (Child) 
Maternal Health 
Child Development and Nutrition 


Water and Sanitation 


Adolescents 
Children with Disability 


2.0 Promoting Healthy Lives 


Healthy lives for children are best ensured 
through Integrated Early Child Care practices 
rather than through fragmented vertical 
strategies. Essential ingredients of an 
Integrated Early Childhood Development 
(IECD) are, convergence of sectoral services, 
partnership among different institutions, 
focussed analysis of available information, 
evidence based policy formulation and 
innovative approaches that maximize the 
effectiveness of service deliveries. This 
approaches the needs of the child as a whole 
while addressing different aspects of 
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improved child care at household and 
community level i.e. home health practices, 
infant and young child feeding, psychosocial 
care and early learning, good hygienic 
practices and care for girls and women. 
Further, it is guided by the best interest of 
the children. 


While specific details related to these 
ingredients are elaborated under different 
sub-sections, the broad goals and objectives 
of the IECD approach are outlined in the 
following section. 
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2.1 Integrated Early Childhood Development (IECD) 


GOAL 


Ensure improved child survival, growth and development with respect to physical, 
social, and cognitive development through development and implementation of suitable 


policies and programmes. 


OBJECTIVES 


Ensure improved use of maternal, child and new born care services that are 
accessible, affordable and of good quality. 


Ensure Improved infant and young child feeding practices, prevention and reduction 
of malnutrition. 


Ensure delivery of improved quality of Integrated Child Development Services 
(ICDS) to promote more appropriate child-care practices. 


Promoting provision of appropriate services and support to parents to facilitate 
early childhood development. 


Ensure improved environment for the child by improving access to safe drinking 
water and sanitation services. 


Ensure high levels of enrolment and retention in pre-school stage and its effective 
integration with enrolment at primary level. 


Provide protective environment to children, especially those positioned in difficult 
circumstances and belonging to marginalised or excluded groups. 


Ensure improved convergence of ICDS activities with other services. 


Addressing specific issues pertaining to adolescent girl viz. Health, nutrition and 
life skills education. 


2. 2 Health (Child) 


GOAL 


Reducing Infant Mortality Rate (IMR) to less than 30 per 1000 live births and under- 5 
mortality rate to less than 40 by 2010 


OBJECTIVES 


Ensure timely and full immunization of children under one year of age against 
vaccine preventable diseases tuberculosis, diphtheria, pertussis (whooping cough) 
tetanus by the year 2005 


Eradication of poliomyelitis by the year 2007 


Reduction by 95 percent in deaths due to measles by 2005 


Eliminate maternal and neonatal tetanus by 2010 


Reduction by 70% in deaths due to diarrhoea in children under 5 and 25 % of 
diarrhoea incidence rate by 2007 


Reduce mortality rates due to Acute Respiratory Infections (ARI) among children 
under 5 by 40 % by 2005 


Protect infants against Hepatitis ‘B’ by giving 3 doses of vaccine in the identified 
target areas 


Reduce by one half the burden of disease associated with Malaria and ensure that 
60 % of all people at risk of malaria, especially children and women, sleep under 
bed nets 


Present Situation 


Infant and Child Mortality Rates are good 
indicators of level of socio-economic 
development and quality of life. These 
represent the true status of ongoing health 
programmes and policies. As per Sample 
Registration System (SRS), April 2003 the 
IMR in the state stand at 51 per 1000 live 
births, a decline from the level of 87 in 1981- 
83. The corresponding national figure for 
IMR is 66 per 1000 live births. 


In the state the ratios of neonatal mortality 
rates to IMRs is about 66% (Health on March 
2001), while the ratio of deaths under seven 
days to all neonatal deaths ranges between 
61 and 73 percent (NFHS-2). These data are 
consistent with the skewed nature of child 
mortality towards younger ages. 


The state recognizes the importance of early 
interventions made in the life of a child in 
terms of health facilities. It has therefore 
taken significant steps towards ensuring 
these interventions which is reflected in the 
following objectives. 


Objectives 


Ensure timely and full immunization to 
all children under one year of age against 
vaccine preventable diseases such as 
Tuberculosis, diphtheria, pertussis 
(whooping cough), tetanus polio and 
measles by the year 2007 


Present situation 


Immunization Coverage 


A child is considered to be fully vaccinated 
if he or she has received 3 doses of DPT, 


BCG, 3 doses of Polio Measles within first 
year of its life. Since NFHS - I (93-94) there 
has been 10% increase in the coverage of full 
immunization with 44% of children between 
12-23 months are fully vaccinated in the state 
(NFHS — 2; compared to 42% at national 
level). MICS — 2000 indicates this coverage 
to be 57%. 


However, both reports indicate 14% - 16% 
of children as not having received any 
vaccinations, a considerable decline from the 
figure of 22% reported in NFHS-I. 


However, there is a considerable regional 
variation in levels of immunisation as 
illustrated in accompanying maps at the end 
of the chapter(district level data from RCH 
1998-99. Other sources do not provide 
district level data). 


Here it is pertinent to observe that the 
relatively lower proportion of post neo-natal 
deaths in the state indicates the positive 
benefits of immunization. 


One worrying factor affecting the quality and 
coverage of Routine Immunization is the 
wide seasonal fluctuation in the coverage 
levels. Analysis of the reported coverage data 
from all the districts for most antigens show 
a disproportionately high coverage in the 
January-March quarter followed by a sharp - 
dip in the April -June quarter. In many 
districts another dip in coverage 
characterizes the months of October - 
November. The unevenness in coverage 
increases as one moves from BCG to 
Measles. It is imperative in the interest of 
Routine Immunization that the fluctuations 
or unevenness in the coverage is brought 
down while increasing the coverage levels. 


Eradication of poliomyelitis by the 
year 2007 


Present situation 


The state is faced with the threat of 
resurgence of polio cases since 2002 
when 50 cases were reported. In the 
current year the number has reached 27 
by August. To meet this challenge, polio 
eradication drive has been accelerated 
and is accorded top priority. Strategies 
adopted include special rounds of SNIDs 
and focussed activities in underserved or 
resistant areas. Involvement of different 
government departments, PRIs and civil 
society institutions has been strengthened 
with the firm determination of covering 
all children with polio vaccine in every 
round. 


Reduction by 95 percent in deaths due 
to measles by 2007 


Given the gap in the information it is 
difficult to project the exact magnitude 
of the problem caused by measles. 
Coverage of measles vaccine is the 
lowest among all the vaccines (59% as 
per RCH, 98-99 and 52% as per NFHS- 
2). Further, the coverage considerably 
varies across different districts (See map) 
and the seasonal fluctuations in measles 
coverage are the highest. 


Objective 


4. 


Addressing the unusually high 
incidence of Rubella and consequent 
hearing impairment: 


One issue that may require some urgent 
attention is the unusually high incidence 
of hearing among children (0-5 Years) in 
West Bengal (See chapter on children 
with Disability). Together with the 
reports that 30-40% of children suffering 


from Rubela (German Measles- however, 
these are not linked to measles — ed.) 
develop hearing impairment, this may 
suggest an urgent need to address the 
issue of immunisation against Rubela. * 


Eliminate maternal and neonatal 
tetanus by 2010 


Tetanus Toxoid coverage 


A large number of infants are vulnerable 
to death due to neonatal tetanus. To 
prevent this, Tetanus Toxoid coverage of 
pregnant mothers is strongly emphasized 
in the state. While the coverage is quite 
high (89%) it is far from complete. 
Further, it varies among different 
communities, economic groups and by 
districts. Tetanus Toxoid (TT) coverage 
is highest in Kolkata (93%) among 
districts. It is higher in urban areas (88%) 
cpmpared to rural areas (81 %) (NFHS- 
ony 


Among different social groups, TT 
coverage is lower among ST women 
(74%) than for mothers in other castes 
(82-88%) and again, lower among 
illiterate women (77%) compared to 
women who have completed at least high 
school (94%). Coverage also increases 
with standard of living, being 79% for 
mothers with low standard of living, 84 
% for mothers with medium standard of 
living and 92 % for mothers with high 
standard of living (NFHS-2). 


Reduce mortality rates due to Acute 
Respiratory Infections (ARI) by 40% 
among children under five by 2005 


At present 25 % of children under the age 
of 3 years were found to be suffering 
from acute respiratory infection (NFHS- 
2) two weeks preceeding the survey. ARI 
is more common among boys than girls 
and among children living in rural areas 
than in urban areas. Children in Kolkata 


were less than half as likely as children 
elsewhere in the state to have symptoms 
of ARI. Children aged between 6-11 
months are more likely have suffered 
from ARI than any other group 
(NFHS-2). 


Reduction by 70 percent in deaths due 
to diarrhoea in children under the age 
of 5 years and 25% of diarrhea 
incidence rate 2005. 


Currently 8% of children under the age 
of three suffer from diarrhea*(NFHS-II) 
(In the two-week period before the 
survey. There are seasonal variations in 
the prevalence of diarrhoea so the survey 
results do not reflect the position through 
out the year), 


Awareness about ORS 


RCH (1998-99) reports 73% of the 
women in the state are aware of diarrhoea 
management and 39% were aware of Oral 
Re-hydration Salt (ORS). During the two 
months period prior to survey, children 
from 10% of the respondent households 
suffered from diarrhoea. Although 39% 
women are aware of ORS only 23 % of 


them have treated diarrhoea among 
children by giving ORS ( RCH 98-99), 


Protect infants against Hepatitis ‘B’ by 
giving 3 doses of vaccine in the 
identified target areas. 


Reduce by one half the burden of 
disease associated with Malaria and 
ensure that 60% of all people at risk 
of malaria, especially children and 
women sleep under bed nets. 


10. 


In the state, 1, 482 persons per 100,000 
population were reported to have suffered 
from malaria at least once (NFHS-2). Rural 
residents are almost twice as likely (1,669 
per 100, 000) to suffer from malaria 
compared to their urban counterparts (918 
persons per 100, 000). The reported 
prevalence of malaria is higher among males 
than among females in both urban and rural 
areas. In addition, the prevalence of malaria 
shows an inverted U-shaped relationship with 
age in both urban and rural areas which 
implies that there is a higher incidence of 
malaria among the age group of 5-59 years 
than in the younger and older age groups. 


Strategies and activities 


Strategy 1 


Strengthen routine immunization with an 
objective to raise the percentage of fully 
immunized children above 80%. 


Activities 


Strengthening supervision and monitoring 
through a credible immunisation surveillance 
system. 


Supporting routine immunization and polio 
eradication focussing on upgrading of cold 
chain equipment, training of anganwadi 
workers and health workers and cold chain 
staff. 


Enhancing capacity at the institutional level 
to use birth registration data to assess 
immunisation coverage and vice versa. 


Sensitisation and enhancing the capacity of 
school teachers in primary schools and 
Anganwadi workers so that they can 
participate more effectively in the 
immunization programmes. 


Cross-checking ICDS data on routine 
immunization with the data generated to 
under the health system to get a fair picture 
of the performance. 


Strategy 2 
Eradication of poliomyelitis by the year 2007 


Activities 


Every child under the age of five years to be 
given oral polio drops during (National 
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Immunization Day (NIDs) / State SNIDs 
every year on fixed days. 


Detect maximum number of polio cases 
through active surveillance. 


Promote Community based surveillance 
system with involvement of panchayats. 


Strategy 3 


To cover all unprotected children between 10 
to 12 months of age with a single dose of 
measles vaccine. 


Activities 


Implementing a fixed day strategy for routine 
immunizations at all Public Health Centers 
(PHCs), Sub Centers (SCs), villages having 
more than 1,000 population. 


Special catch-up rounds for measles in every 
quarter of the year. 


Administration of Vitamin-A with measles 
immunization to step up host immunity and 
Vitamin-A prophylaxis coverage. 


Conducting joint training programmes 
involving Health and ICDS workers along 
with PRI functionaries. 


Strategy 4 


Cover all women in reproductive age group 
with two doses of Tetanus Toxoid vaccine. 


Activities 


Implementation of Universal Immunization 


Programme (UIP), and Post-Partum ( PP) 
programme; a part of Reproductive and Child 
Health (RCH) programme in all districts. 
Implementation of routine fixed 
immunization sessions and outreach 


immunization. 


Extending Reproductive and Child Health 
(RCH) programme and establishing First 
Referral Units (FRUs) in phased manner in 
all the districts of West Bengal. 


Sensitisation and training of active 
Traditional Birth Attendants (TBAs) and 
their orientation on “5 cleans” along with 
regular supply of Disposable Deliver Kits 
(DDKs). 


Surveillance for Neo-Natal Tetanus (NNT) 
to be improved through routine reporting and 
sentinel centers. 


Involving Panchayats / Municipalities for 
encouraging community based surveillance 
and reporting of neo-natal deaths. 


Delineating high-risk areas, high risk mothers 
and high risk TBAs for NNT elimination 
activities. This would mean searching for 
more cases, improving TT immunization and 
orienting of community members and TBAs 
on “5S cleans” viz. clean hands, clean surface, 
clean razor blade, clean cord, clean cord 
stump(no applicant) and provision of DDKs 
to TBAs. 


Strategy 5 


Reduce Incidence of deaths due to ARI. 


Activities 


Training Health workers in ARI Management 
with special emphasis on hands on training 
and skill upgradation of Medical Officers 


(MOs), Para Medical Workers (PMWs) and 
specialists posted at First level Referral Units 
(FRUs). 


Efforts made to equip all FRUs in the state 
with oxygen, drugs and other necessary 
equipment so that they can deal with referred 
cases of ARI. 


Vitamin A Prophylaxis to be provided to 
children below three years. 


Orientation Home 


management and referrals of ARI cases 


programme on 


organized for mother’s groups at block and 
village levels through NGOs. 


Joint training programmes to be conducted 
to upgrade skills of health workers and 
Anganwadi workers of ICDS project 
regarding management of of ARI cases 
among children. 


Strategy 6 


Prevent deaths due to dehydration caused by 
diarrhoeal diseases among children under-5 
years of age. 


Activities 


ORS packets to be made available on a 
regular basis to hospitals and PHCs. 


ORS depots to be created in all villages with 
more than 1,000 population to facilitate 
distribution of ORS. Anganwadi Workers 
(AWWs), willing VHGs and TBAs to be 
oriented to be ORS depot holders. 


All Medical Colleges and district hospitals 
to have DTUs and in all BPHCs, ORT corners 
be set up. 


Orientation of private medical practitioners 
on diarrhoea management and ORT to be 
continued. 


Special measures to be taken to sensitise the 
community on prevention (sanitation and 
personal hygiene) and management of 
diarrhoea (breast feeding, continued feeding 
during diarrhoea, use of Home Available 
Fluid (HAF) and ORS and prompt referral). 
Emphasis is given on increased fluid intake 
and continued feeding during diarrhoea. 


Community and Panchayat members are 
involved in providing assistance and support 
in anti-epidemic measures. 


Strategy 7 


Reduce spread of HIV infection (by 
preventing mother to child transfer) in the 
state through promotion of institutional 
deliveries. 


Activities 


Given the low number (only 40% - MICS 
2000) of institutional deliveries, detection of 
mother-to-child HIV transmission remains a 
challenge. The problem gets further 


compounded due to the poor awareness 
among women who fail to recognize the risks 
of HIV transmission to their unborn children. 
In West Bengal, only (26% ) of women are 
aware of HIV/AIDS ( NFHS - 2). In such a 
situation ante-natal care and institutional 
deliveries are the prime entry points for 
provision of services and information. 
Training among TBAs on universal aseptic 
precautions is also to be prioritized. 


Strategy 8 


To administer Heaptitis B to infants along 
with the primary doses of DPT vaccine. 


Strategy 9 


Taking concrete steps for early case detection 
and prompt treatment of malaria, selective 
vector control, promotion of personal 
protection methods and early detection and 
containment of epidemics through IEC 
(fuformation education and communication) 
and management capacity building. 


Management Indicators 


Levels of neo-natal, post neo-natal, infant 
and under-5, mortality. 


Reduction in the inter-district disparities 
in the above mentioned mortality 
indicators. 


Immunization coverage by antigens at the 
state, district and block level. 


Percentage of fully immunised children 
and reduction in the % of children 
missing all immunisation. 


Gap in the coverage between BCG/DPT- 
I and measles. 


Incidence of Poliomyelitis and number 
of AFP cases reported. 
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% of cases followed up within 60 days 
after the onset of paralysis due to 
Poliomyelitis. 


Annual number of measles cases and 
deaths. 


Training coverage for ARI 


. % of home management of ARI 
. Mortality due to ARI 
. Number of depot -holders for ORS 


. Increase in the usage of ORS in the event 


of diarrhoea 


Incidence of diarrhoea and deaths due to 
diarrhoea. 
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District-wise status of children with District-wise status of children with 
BCG West Bengal : 1998-99 3 DPT's West Bengal : 1998-99 


State Average 77.2 State Average 65.3 


Mm <70% | MM <6o% 


70-80% mee 60-75% 
 >s80% m 


Source-RCH(DHS) 1998-99 Source-RCH(DHS) 1998-99 


District-wise status of children with 
Measles West Bengal : 1998-99 


District-wise status of children with 
3 Polio West Bengal : 1998-99 


State Average 66.9 


State Average 58.7 


oe < 50% ES < 53% 
[| 53-70% 


> 70% 


L) 60-70% 


> 70% 


Source-RCH(DHS) 1998-99 Source-RCH(DHS) 1998-99 


District-wise status of children no 


District-wise status of fully immunised 
immunised West Bengal : 1998-99 


children West Bengal : 1998-99 


State Average 51.5 State Average 14.0 
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District-wise status of children with 
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State Average 48.4 
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Immunisation Effciency : District Level Comparison : West Bengal : RCH - 1998-99 
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Legend : 


70 to 85% 60 to 75% 60 to 75% 50 to 70% 60 to 80% 7 to 14% 50 to 70% 


Observations : Different districts need to follow different strategies. There is a very strong correlation between BCG 
coverage and overall performance. Hoogli, N-24 Parganas and Bankura can jump to ‘All Green’ zone 
with very little effort. Darjelling, Jalpaiguri and Nadia should step up DPT, Polio and Measels coverage 
just marginally. Malda, Both Dinajpurs, Purulia and Birbhum MUST step up the BCG coverings. 
Vitamin - A administration in the top 6 districts must catch up with measels levels at least. % Children 


with NO IMMUNISATION is rather high in Nadia and Bankura. 


2.3 Maternal Health 


GOAL 


Reduce Maternal Mortality Rates (MMR) to 100 per 100,000 by 2010. 


OBJECTIVES 


Accord priority to reduction of maternal and neonatal morbidity and mortality and 
promote safe motherhood with special attention to expectant mothers in adolescent age- 


group 
Ensure special emphasis on 
* Quality ante-natal and post-natal care to all pregnant women 


= essential obstetric and new- born care, particularly in areas with poor infrastruc- 
ture. 


50% reduction in Reproductive Track infection (RTI), Sexually Transmitted Infections | 
(STI). Achieve Zero level growth of HIV/ AIDS by 2007. 


Achieve 80 percent institutional deliveries and 100 percent deliveries by trained 
persons by 2010 


Access by all couples to appropriate information about avoiding pregnancies that put 
mother and the children at risk i.e. pregnancies at early age, too closely spaced or too 
frequent or at a very late age. 


Present Situation 


Maternity Mortality Rate 


Maternal mortality rate (MMR) is a good in- 
dicator of the access women have to the 
health care system. The Maternity Mortality 
Rate in the state is 264 per 1,00,000 live 
births compared to national average of 408. 
While it has improved from 1034 deaths per 
100,000 live births in 1993, still the number 
of maternal deaths in absolute number is 
unacceptably high. (Source: SRS) 


Age specific mortality rate 


The age specific mortality rate (SRS, 1996) 
for females in rural areas remains 
significantly higher than for males; the f/m 
ratio being 2.8:1.2 in the age-group 15-19 and 
3.2: 1.7 in the age group 20- 24. 


Causes of maternal mortality 


The main causes of maternal deaths In the 
state are Anaemia, Toxaemia and Hemorrage 
(accounting for 2/3" of deaths) (Health on 
the march 2001-02 p- 153) 


Age at marriage 


A low age at marriage and at first pregnancy 
has an adverse impact moth on maternal and 
infant health due to increasing risks during 
the child — birth and incidence of babies with 
low birth weight. A relatively higher 
percentage (51.1%) of girls get married 
below the age of 18 years In certain districts 
e.g. Purulia and Murshidabad this is as high 
as 70 % and above Mean age at marriage for 
girls is 18.3 (RCH). The mean age at first 
pregnancy as per NFHS is 19.2 years. 


Ante-natal check ups 


As part of the RCH program, under 
ante- natal care women should receive two 
doses of TT vaccine, adequate amounts of 
Iron and Folic acid supplementation to 
prevent and treat anaemia and at least three 
ante natal check ups that include blood 
pressure checks and other procedures to 
detect pregnancy complications (Ministry of 
Health and Family Welfare, 1997: 1998b). 


The ANC coverage in the state is moderately 
high and has gone up from 77 percent of 
births in NFHS —I to 90% during the NFHS- 
2 survey. However, when it comes to 
complete ANC only 33% were reported to 
have received it compared to 84% of women 
who received some kind of ante-natal care 
during pregnancy (RCH 98-99). 


Mothers received antenatal check-ups from 
doctors for 76 % of births and from other 
health professionals (such as ANMs, nurses, 
midwives, or LHVs ) for 11% of births . Only 
3% received checkups only at home from a 
health worker (NFHS-II) but RCH quotes this 
figure at 18%. According to RCH the 
majority of the women in the state received 
ante- natal care from government health 
facilities. 


Antenatal check-ups are more common for 
births to younger women than to older 
women, and they are particularly common for 
first births. The proportion of births for 
which the mothers received ante-natal check 
ups was much higher in urban areas (96 %) 
than in rural areas (89%). In Kolkata, the 
mother received at least one antenatal 
check-up from a doctor for virtually all births 
(98%). 


Anaemia 


Overall anaemia among the women is a 
matter of concern in the state. 63% of women 
have some degree of anaemia. 45% of women 
are mildly anaemic, 16% are moderately and 


3% are severely anaemic ( NFHS-2). 


Anaemia among pregnant women is 
particularly problematic. Moderate anaemia 
is more prevalent among pregnant women 
(26%) than among non- pregnant women (14- 
19%). 


About 57% of pregnant mothers are anaemic 
(NFHS II); out of this 27% are moderately 


and severely anaemic. 


In the state 74, 25 and 59 % of the women 
experienced pregnancy, delivery and post 
delivery complications respectively. About 
56% of the women sought treatment for the 
pregnancy and 46% for the post delivery 
complications (RCH). 


Contraceptive use 


The knowledge of family planning methods 
is universal in all districts of West Bengal, 
with over 99% women reporting knowledge 
of one method or the other. However the 
knowledge of any spacing method is 
marginally low , but the proportion per se is 
quite high ( 97%). 


Institutional deliveries 


As per RCH 1998-99, institutional deliveries 
accounted for about 40% of the total 
deliveries and three fourths of these were 
conducted in Government institutions. Of the 
remaining i.e. 7 percent were attended by 
qualified professionals for home deliveries. 
As such about 46 per cent of total deliveries 
can be classified as safe. Interestingly TBA 
s assisted in about 7% of the home deliveries. 


Reproductive Track Infection (RTI) / 
STI 


Almost half of currently married women 
(45%) report that they have one or more 
reproductive health problems. Among 
women who report any reproductive health 
problems, 73 % have not seen anyone for 
advice or treatment. 


30% females and 18% of men reported 
having at least one symptom of RTI/STI. 53% 
of men and 30% of women with at least one 
symptoms of RTI/STI sought treatment for 
their problems. 


Awareness about HIV/AIDS 


51% of men and 31% of women are aware of 
AIDS /HIV in the state. ( RCH-2). Among 
women who have heard about AIDS, 51 
percent do not know any way to avoid 
infection, compared with 33 % for India as a 
whole. 


Strategies 


Strategy 1 


Ensure care/counseling for adolescent girls 
or mothers-to-be on reproductive health/ 
related issues and on nutrition. 


Strategy 2 


Ensure access to quality ante-natal and post 
natal care to all mothers. 


Activities 


Under the action plan of MCH/FW antenatal 
care is provided during regular field visits 
paid by the Health Worker (Female). The 
state has a network of 15 district hospitals 
and 14 sub divisional hospitals, 923 PHCs, 
and 8, 126 Sub centers (Health on the March). 
These need to be strengthened and supported 


Ensure early registration of antenatal 
mothers, their follow-up, early detection of 
complications and referrals. ICDS (AWW) 
functionaries, TBAs and VHGs should 
closely collaborate with Health Workers 
(Female). 


Strategy 3 


Promoting institutional deliveries or at least 
ensure deliveries assisted by trained/skilled 
attendants. 


Activities 


Update the list of TBAs in each village. 
Through various activities they are to be 
mobilised, trained and retrained if required 
for providing aseptic deliveries. 


DDKs to be provided in sufficient quantities 
(through DWCRA groups or other sources) 
and made available to TBAs /families with 
expectant mothers. 


Strategy 4 


Promoting effective referral services for 
obstetric complications so that in case the 
need arises, the case can be managed timely 
and appropriately. 


Activities 


The First Referral Units to be identified at 
sub-district level, i.e. one for 3-5 lakh 
population and to be strengthened to handle 
obstetric emergencies. This will necessitate 
the posting of the specialists and providing 
facilities for operations, especially facility 
for anesthesia. 


List of such First referral Units are made 
available in each village, so that there is no 
delay in referring the patients to appropriate 
health facility. (Type II delay). This will 
require the participation of panchayati 
members as well as motivation of the 
community to plan for emergency 
transportation wherever required. 


Community health education and TBAs 
orientation programmes be intensified 


For identification of cut off points for referral 
during pregnancy and child birth. Capacity 
is enhanced of the family members to shift 
such cases to referral units without any 
delay.(Type I delay). 


Strategy 5 
Ensure access to contraceptive protection for 


all couples. 


Strategy 6 


Strengthen Adolescent Anemia Control 
Program 


Activities 


An anaemia reduction programme for 
Adolescent Girl is operational in four 
districts in the state. The strategy for the 
school going girls involves supervised 
administration of IFA tablets. For out-of- 


school girls, the programme envisage 
formation of groups of adolescent girls and 
impart them life skills training along with 
supply of IFA tablets. This component has 
been integrated with the KSY (Kishori Shakti 
Yojana) under the ICDS. 


Management Indicators 


1. Levels of Maternal mortality rates 10. Percentage of cases refereed to FRUs. 


2. Mean age at marriage 11. Percentage of FRUs_ performing 
C-section and blood transfusion. 
3. Mean age at first pregnancy 


12. Percentage of refereed cases managed 


4. Percentage of first trimester registration properly at FRUs. 

5. Percentage of pregnant women who 13. Percentage of deliveries by trained 
received 100 IFA attendants. 

6. Percentage of pregnant women who 14. Percentage of deliveries in institutions. 


consumed 100 IFA tablets. 
15. Availability of oral contraceptive pills 
7. Percentage of pregnant women who and condoms in MCP. 
received 3 three antenatal check ups. 
16. Percentage of pregnant women with Post 
8. Percentage of pregnant women with Natal Care (PNC) within 24 hrs and 3 
Blood pressure &weight and abdomen PNC in 6 weeks. 
examination done during ANCs 
17. Percent of women with birth spacing of 


9. Percentage of TT2 coverage. 3 years or more. 
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2.4 Child Development and Nutrition 


GOAL 


Reduction in and prevention of the incidence of malnutrition and improvement in 
development outcomes among children with special attention to children under three 


years of age from marginalised groups. 


OBJECTIVES 


Near complete elimination of severe malnutrition among young children and sub- 
stantial reduction in the incidence of moderate malnutrition by 2007 by promoting 
positive child care practices. . 


Building awareness amongst mothers to exclusively breastfeed newborns for six 
months, and to continue breastfeeding along with complementary food well into the 
second year. 


Institutionalize growth monitoring and promotion through nutritional surveillance 
under the universalized ICDS programme and involve the community in the 
process. 


Achieve sustainable elimination of Vitamin A deficiency disorders by 2010. 7 
Reduce by one third the prevalence of nutritional anemia among children by 2010. 


Universal iodization of common salt and elimination of iodine deficiency disorders 
(IDD) by 2005. 


Ensure household food security through dissemination of knowledge and 
supporting services to increase food production. 


Present Situation 


Weighing the new born 


Babies born with low- weight at birth 
(below 2500 gms) are found to be 
particularly at higher risks for survival. 
While babies born at institutions are usually 
weighed immediately after birth, it is not so 
for children born at home. In the state only 
35 % of the babies are weighed within the 
two days of their birth. Out of these about 
22% weighs below 2500 grams and 65 % 
above 2500 gms. 13% of mothers could not 
recall weight of the children though it was 
measured at the time of birth (RCH-98-99). 


Breast feeding 


While breastfeeding is nearly universal in the 
state, very few children are put to breast milk 
immediately after birth. 


Only 25% of children begin breastfeeding 
within one hour of birth, and only 51 percent 
begin breastfeeding within one day of birth 
(NFHS-2). The custom of discarding the 
colostrum before breast feeding a child is 
widely practiced (70% of the mother’s 
surveyed in NFHS-2 did so.) 


The levels of exclusive breastfeeding of 
children under four months of age (49%) is 
less than the national level of 55 percent; 18 
percent receive breast milk plus water, and 
33 percent receive supplements along with 
breast milk (NFHS-2). With exclusive breast 
— feeding statutorily mandated up to six 
months, efforts in this direction will have to 
be considerably stepped up. 


Growth monitoring 


Nutritional status is a major indicator of the 
health and well being of children. 49% of 


children under three years of age are 
underweight (NFHS-2) a decline from 55% 
in 1993-94 (NFHS —- 1). Similarly, the 
proportion of severely underweight children 
has also declined from 18% (NFHS-I) to 16% 
(NFHS-2). 


42 % of children are stunted (lower than the 
national average of 46%). Wasting is also 
high in the state affecting 14 percent of 
children under the age of three years. 


The proportion of children who are 
undernourished increases steadily with the 
child’s age through age 12-23 months, where 
it peaks at 23% for wasting and 54% for 
stunting. It is found that 7-16% of children 
in first six months of their life (implying they 
are breast fed) are undernourished. In the age 
group of 24-35 months, more than one — 
quarter are severely stunted and more than 
one-fifths are severely under weight 
(NFHS — 2). 


Growth monitoring and promotion (GMP) is 
being done through ICDS for pre-school 
children in the state. However, involvement 
of parents or community members in growth 
monitoring of children has not been 
intensive. 


Micro-nutrient deficiencies 
e Universal Iodisation of Salt 


Lack of iodine in the diet can lead to Iodine 
Disorder Deficiency (IDD) that can cause 
miscarriages, brain disorders, cretinism, and 
retarded psychomotor development. 


Currently, about 62 % of house holds use 
cooking salt iodized at the recommended 
level of 1S ppm or more, 11 % of house holds 


use un-iodized salts while 27 % use 
inadequately iodized salt i.e. less than 15 ppm 
(NFHS-2). 


Vitamin A 


The National Programme on Prevention of 
Blindness targets children under age five 
years for administering oral doses of vitamin- 
A every six months starting at nine months’ 
age. While MICS-2 indicates a coverage of 
about 55% children with Vitamin — A in the 
state, NFHS puts the figure of children age 
12-.35 months received at least one dose of 
vitamin A at 43 %. More important is that 
only 24 percent of them received a dose 


within the past six months. (NFHS — 2). This 
indicates that the majority of children in West 
Bengal have not received vitamin A 
supplementation regularly. Finally, Vitamin 
— A coverage figures also show considerable 
regional variations (see Map). Seen together, 
these data provide some cause for concern. 


Anaemia among Children 


76% of children under three years of age are 
anaemic; for children in 6-35 months the 
figure is similar — 78%. Of these 27% are 
mildly anaemic, 46 % moderately anaemic 
and about 5% are severely anaemic 
(NFHS-2). 


Strategies and activities 


Strategy 1 

Improved weighing at birth 
Activities 

Community mobilisation and awareness 
Sensitisation of the TBAs 


Involvement of the AWWs in keeping track 
of expectant mothers in a given month. 


Provision of calibrated, color coded and 
portable new-born weighing scales. 


Strategy 2 


Promotion of breast — feeding and emphasis 
on mother’s nutrition 


Activities 


Create awareness about the importance of 
colostrum for the new- born. 


Provide safe and adequate nutrition for 
infants, by promoting exclusive breast- 
feeding till six months of age. 


Promotion of timely complementary feeding 
and raise awareness about the quality and the 
quantity of the food required by the child. 


Extension of maternity leaves from the 
present period of three months to six months. 


Strategy 3 
Promote Vitamin — A coverage. 
Activities 


Strengthening routine immunization with 
Vitamin A to improve coverage among 
children in the —3 age group. 


@”) 


Analyse regional and seasonal variations in 
the coverage of Vitamin-A and measles 
together for informing policy at different 
levels. 


Strategy 4 
Promote use of iodised salt 


Activities 


Creating awareness about the benefits of the 
iodated salt for children among the people. 


Intervening through the public distribution 
system, 


Monitoring of quality of iodized salt at every 
level — household, retailers, wholesalers, and 
at the source of iodine. 


Training of Health workers to collect salt 
samples from households and from retail 
outlets and monitor the iodine content of salt 
using field testing kit. 


Intensive educational campaigns carried out 
at the community level to create awareness 
regarding IDD and demand for consumption 
of iodized salt. 


Repeated surveys on IDD prevalence 


’ conducted to evaluate impact of the iodated 


salt supply on magnitude of IDD. 


Strategy 5 


Reducing Iron deficiency anaemia among 
children 


Activities 


Take food fortification to scale. 


Promote use of iron syrup in place of IFA 


supplements. 


Strategy 6 


Improved growth monitoring 
Activities 


Completing the training of all untrained 
Anganwadi workers and helpers by 2004. 


Improved nutritional surveillance through 
training of field level functionaries for timely 
and accurate weighing of children. 


Train project and district level staff for 
regular analysis of the nutritional status data, 
identification of areas requiring intensive 
intervention. 


Using mapping techniques for identification 
of pockets with higher incidence of 
malnutrition among younger children. 


Promoting the use of mother and child 
protection card by the caregivers. 


Strategy 7 


Convergence of services for better child-care 
services. 


Activities 


Joint training among functionaries of ICDS, 
Health, Education and members of PRI 
institutions. 


Convergence of information from the birth 
registration, ECCR, AWC and pre-school 
enrolment records, 


Use of Mother and child protection card for 
creating convergence among the Health and 
ICDS functionaries on health and nutrition 
related issues. 


Coordinating immunisation programme and 
ICDS activities to minimize morbidity among 
young children. 


Strategy 8 


Improved community participation for better 
child care practices. 


Activities 


Scaling up innovative interventions like 
Kano Parbo Na (Positive deviance) for 
prevention and reduction in the incidence of 
malnutrition and adoption of responsive child 
care practices; the lack of which is a major 
cause of under-nutrition and compromised 
development of the child. 


Management Indicators 


% of children weighed at birth specially 
among those born at home. 


Percentage of children above 2500 gms 
at birth. 


Percentage of mothers feeding colostrum 
to the baby among the institutional 
delivery cases and among children 
delivered at home. 


Percentage of children exclusively 
breastfed up to six months. 


Percentage of children in the age group 
of 6-9 months receiving proper and 
timely complementary feeding. 


Percentage children receiving continuing 
feeding during illness. 


Reduction in the training backlog among 
Anganwadi Workers and helpers. 


Weighing efficiency at the AWC level 
especially among children in the 0-3 age 


group. 


Incidence of moderate and severe 
malnutrition among the children. 


. Reduction in the seasonal variation in 
levels of malnutrition among children. 
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. Number of feedback sessions held in the 


community on growth charts and road — 
to-health cards. 


. Number of ICDS projects carrying out 


analysis of the MPR data and assessing 
performance levels of different 
Anganwadi centres. 


. Percentage of children receiving Vitamin 


A supplementation up to 3 years of age. 


. Percentage of children covered by first 


two mega doses of Vitamin A, at the time 
of measles vaccination and subsequent 
doses. 


. Percentage of households consuming 


iodised salt (with 15 ppm or more iodine 
contents). 


. Total goiter prevalence rate (among 


children in 6-11 years of age.) 


. Reduction in the incidence of moderate 


and severe anaemia among children in the 
0-6 years age — group. 


. Improvement in the Pre-school enrolment 


levels. 
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Moderate and severe malnutrition among children (0-3 Years) 
West Bengal - ICDS : March - 2003 
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2.5 Water and Sanitation 


GOAL 


All villages to have sustained access to potable drinking water within the 10" plan period 


Arrange Potable water supply sources by providing one spot source or stand post for 150 persons 
within a distance of 1.6 Km. horizontal and or 150 meters elevation difference. 


80% of rural population with access to hygienic sanitation by the year 2005, 
100% sanitation coverage in all the schools by 2005. 


OBJECTIVES 


Adequate and safe drinking water facilities to be provided to the entire population 
both in urban and rural areas. 


Extension of coverage from current levels to 100 percent by the year 2004. 


Provision of potable water source in all not Covered (NC) and partially Covered 
(PC) habitations. 


Reduction of hand pump maintenance cost and down -time by active participation 
of community. 


Generating awareness pertaining to the quality of water in reference to the health 
of the children. 


Creating felt need for sanitation specifically about health and hygiene among children 
and through them among the households, with school sanitation programme. 


Covering all schools with sanitation and drinking water facilities. 


Encouraging suitable cost effective and appropriate technology for the provision of 
water and sanitation facilities. 


Creating effective monitoring mechanism for Arsenic contamination and accelerate 
the implementation of mitigation measures both at the household and at the 
community level. 


Present situation 


Water 


The state, endowed with perennial rivers and 
a high water table has an impressive record 
in terms of availability of drinking water. As 
per 2001 census, 98.4 % rural and 98.8 % of 
the urban households have access to 
drinking water from either a tap, a hand-pump 
/ tube-well or a well. 


The area of major of concern now is the 
quality of water, especially the arsenic and 
fluoride contamination. 


As many as 75 blocks across the eight 
districts, affecting over 13.5 million people 
in the state, face the problem of Arsenic 
contamination 


The GoWB and UNICEF have launched a 
Joint Plan of Action for Arsenic Mitigation, 
which includes water quality surveillance, 
prevention and treatment programmes, 
alternate safe water options, and awareness 
generation at the community and the house- 
hold level. 


Sanitation 


As per census 2001 about 27% households 
in rural areas have access to latrines while in 


the urban areas the coverage is about 85%. 
This position has further improved during 
last three years with an average of 350,000 
families having procured a sanitary toilet 
every year. Currently almost the entire state 
(320 out of 341 blocks) is covered under the 
intensive sanitation programme (State 
Sanitation Cell, Panchyat and Rural 
development Department). Four blocks have 
already achieved the distinction of covering 
all households with sanitary latrines. 


Nearly 18,000 of the 48,224 primary schools 
in the state have been covered under school 
sanitation programme. The state proposes to 
create awareness and demand for sanitary 
facilities through a strategy of ‘catching them 
young’. It therefore, proposes to cover, apart 
from all primary schools with sanitation 
facility by 2007, all SSK centres on public 
premises. Besides, there is a proposal to 
cover all the ICDS centres with baby friendly 
toilets. 


The progress in sanitation coverage both in 
schools and at household level shows 
considerable regional variation due to the 
variation in the demand, awareness and 
supply capacity in different districts. 

(See Map in page 36) 


Strategies 


Strategy 1 


To cover the residual Not covered (NC), 


partially covered (PC) and quality affected 
rural habitations 


Activities 


The small ground left to be covered in this 
matter will be covered through routine 
activity of the Department. 


Strategy 2 


Evolve appropriate technology mix, to 
improve performance and cost effectiveness 
of ongoing programmes and to create 
awareness on the safe drinking water and take 
effective steps to contain the problem of 
arsenic contamination. 


Activities 


To set up a credible surveillance system for 
measuring the levels of Arsenic in all tube — 
wells in each of the affected block and 
identifying safe sources. 


Creation of awareness through an IEC 
campaign among the private tube-well 
owners in getting their well tested. 


Creating awareness among users to use 
water from ‘safe’ tubewells and use 
domestic filters. 


Establish clinics at the sub district level for 
identification and treatment of patients. 


Support the development of training modules 
for doctors and other medical staff on the 
identification and treatment of arscenicosis. 


Strategy 3 


Accelerate coverage of rural population, 


especially among households below the 
poverty line (BPL) with sanitation facilities. 


Activities 


Strengthening the network of sanitary marts 
for dissemination of cost-effective 
technologies. 


Increasing the number of ‘full coverage’ 
blocks. 


Strategy 5 


To eradicate manual scavenging by 
converting all existing dry latrines into cost 
effective sanitary latrines 


Activities 
Identify pockets where the incidence of ‘dry 
latrines’ as identified in census 2001 is high 


and take accelerated measures to convert 
these into sanitary latrines. 


Strategy 6 


Promote behavioral change at individual, 
family and community levels through 
targeted communication messages. 


Activities 


Targeted communication messages and cam- 
paigns to increase demand for household 
sanitary toilets. 


Build capacity of sanitary marts to cater to 
community demand. 


Promote sustained hygiene behavior in areas 
where all households have access to sanitary 
toilets. 


Strategy 7 


Strengthen the interface between 


communities and service providers by 


promoting hygiene practices through schools 
(child-to-parent route). 


Activities 


Support and coordinate through the Master 
Plan of Action the construction of toilet 
blocks and installation of handpumps in all 
primary schools. 


Motivate and train teachers and students to 
use and maintain the water and sanitation 
facilities. 


Promote messages of health and hygiene to 
the community at large through teachers and 
students. 


Cover on priority basis all Anganwadi 
centres having own / government owned 
premises with baby-friendly toilets. 


Carry out utilisation surveys to provide 
insights for design of the IEC campaign. 


Strategy 9 


Strengthen policies, standards and regulatory 
frameworks that are supportive of families 
and communities, particularly the poorest. 


Management Indicators 


1. Percentage of defunct water sources. borne diseases, especially in the wake of 


natural disasters. 
2. Per capita availability of water in rural 


and in urban areas against the prescribed 10. Percentage of rural households provided 
norm. with sanitary coverage. 


3. Identification of Arsenic / fluoride 11. Conversion of service latrines into pit/ 
contamination in different sources. WC type of latrines. 
4. Number of blocks where all water 12. Performance of the sanitary marts. 


sources have been tested. 


13. Percentage of schools without toilet 


5. Percentage of private tube-wells tested. facilities. 

6. Percentage of affected sources where 14. Percentage of schools without drinking 
alternative source has been provided. water facilities within its premises. 

7. Sale of domestic filters in affected 15. Reduction in the incidence of worm 
blocks. infestation among children. 

8. Number of children showing symptoms 16. Reduction in regional disparities in 
of Arsenicosis. coverage through sanitary latrines. 

9. Incidence of diarrhea and other water 17. Percentage of blocks covered completely 


with sanitation facility. 
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District-wise status of sanitation coverage 
West Bengal : 2003 (Total = Rural + Urban) 


aio Dinajpur 


% Households 
having any latrine 


B <30% 
30-60% 


H >60% 


2&Parganas 


1) Compiled from Census 2001 : House-listing Data as base line and 
TSC (Total Sanitation Campaign data) for additional toilets. 


ii) Darjiling (59.5) and Bardhaman (59.4) are shown as green. 


2. 6 Adolescents 


GOAL 


To promote physical and mental health of adolescents, develop appropriate goals and 
indicators and implement appropriate programmes to achieve these. 


OBJECTIVES 


Raise awareness about the problem of low age at marriage and take steps to increase 
the mean age at marriage. 


Raise awareness about the incidence of anemia among adolescent girls and initiate 
programmes to reduce its prevalence. 


Design and provide special education and training programmes to impart life skills 
education to out-of-school adolescent girls; especially on reproductive health issues. 


Promote policy measures that would facilitate adolescents in accessing economic 
opportunities. 


Design and implement programmes focussing on married adolescents to facilitate 
continuation of their studies and completion of their education. 


Creating credible data-base on incidence of crime against adolescent girls to provide 
suitable inputs in countering the trend. 


Creating awareness among adolescents about the risks of HIV / AIDS and the 
protective measures. 


The problem of adolescents covers a large 
canvass. The present section however, focuses 
specifically on adolescent girls and certain 
issues of particular concern for them i.e. age at 
marriage, nutritional anaemia, life skills 
education and protection. 


Present Situation 


Age at marriage 


Although the law provides for a minimum legal 
age of marriage of 18 years for girls, a large 
number of them continue to get married below 
this age. Despite evidences of rise in the age at 
marriage, the median age at marriage is 16.8 
years for women in the age group 25-49, 
marginally above the national average of 16.4 
(NFHS-2). Similarly, RCH 1998-99 indicates 
that about 49% girls in the state were married 
before they had reached 18 years of age (legal 
minimum age for marriage set by the Child 
Marriage Restraint Act of 1978). Although this 
is below the national average, the proportion 
is still significantly high. 


Analysis of district level variation (see map) 
shows that the problem is more acute in certain 
districts. In Murshidabad and Purulia in 
particular, the % of girls getting married below 
18 years is as high as 70%. A baseline survey 
conducted by CINI in Murshidabad has 
indicated a correspondingly high proportion of 
cases of low age at first pregnancy. 


Low age at marriage not only limits the social 
and economic development opportunities for 
the women, it adversely affects the reproductive 
and maternal health aspects besides adversely 
affecting the birth weight of the baby and the 
infant mortality rates. The problem of low age 
at marriage needs serious social and policy 
attention. 


Married adolescents also face a sharp decline 
in their avenues of social communication. A 
recent analysis of data from Murshidabad 
indicated that married adolescents are not even 
recognized as ‘adolescents’ by the enumerators. 
Further, the proportion of married adolescent 
girls attending formal school is negligible. 
Those who do so are either married into their 
native village or happen to be staying with their 
parents. This has important implications for 
policy and programme formulation. 


Nutritional anaemia 


One of the major problems of adolescent girls 
is the high level of anaemia. Anaemia among 
pregnant women is particularly problematic. 
Moderate anaemia is more prevalent among 
pregnant women (26%) than among non- 
pregnant women (14-19%) 


About 57% of pregnant mothers are anaemic 
(NFHS- 2); out of these 27% are moderately 
and severely anaemic. respectively. Among 
adolescent girls in the 15-19 age group about 
60% are anaemic (NFHS-2) which is above the 
national average of 56%. Large sample data 
from districts of Dakshin Dinajpur (Source: 
SPCO) and Murshidabad, Midnapore, Purulia 
and Bankura (Source: MICS-II) puts the 
incidence of anaemia among adolescent girls 
in the range of 65 to 75%. The study in Dakshin 
Dinajpur does also show the effectiveness of 
supervised weekly administration of IFA tablets 
among school going adolescent girls in 
reducing the levels of anaemia. 


Nutritional status 


The problem of low nutritional status of 
adolescent girls is best captured through the 
data of the incidence of low Body Mass Index 
(BMI). Currently 42% of the adolescent girls 
in 15 — 19 years age group have BMI below 


18.5 is in the state, higher than the national 
average of 39%. 


One of the possible factors for the low BMI 
levels among the adolescent girls is the 
seasonality in malnutrition levels. Some of the 
ICDS data indicates a higher gender gap in 
nutritional status during the season when 
malnutrition peaks. Such effect cumulated over 
number of years could result in low BMI 
especially when consequences of the 
deprivation during the period of scarcity is not 
compensated during the period of plenty. 


Crime against adolescent girls 


There is a strong imperative to monitor the 
incidence and nature of crime against 
adolescent girls in the state. Even though the 
official statistics may not capture the entire 
picture satisfactorily, these can be analysed to 
get important indication of time trends and 
regional patterns. These trends have a strong 
bearing on the developmental opportunity of 
adolescent girls, women and the girl child as a 
whole. 


Strategies and activities 


Strategy 1 


Step up advocacy efforts on increasing the age 
at marriage. 


Activities 


Available nuptiality data needs to be analysed 
in greater detail. This will help identify pockets 
where problem of early marriage is relatively 
acute. It will also help identify regions where 
significant number of girls may be getting 
married below the age of 15. The RCH, NFHS 
and the Census 2001 data needs detailed 
analysis in this regard. 


Focussed intervention in terms of increased 
literacy, education and economic (see below) 
opportunity in areas where incidence of early 
marriage is high. 


Strong implementation of the Child Marriage 
Restraint Act in some exemplary cases for a 
demonstration effect. 


Strategy 2 


Offering educational and economic opportunity 
to married adolescents 


Activities 


While improved retention in school can delay 
early marriage, there is a need to provide 
educational opportunity to adolescents who are 
already married. This is likely to be difficult 
through the channel of formal schooling. 
However, specifically designed courses offered 
through ICDS or SHGs can work in this regard. 


SHGs can also play an important role in 
providing future economic opportunities to 
married adolescents. A policy initiative to allow 
married adolescents to become ‘affiliate’ 
members of SHGs needs serious consideration 
in this regard. This will increase the social 
communication network and economic security 
net of the married adolescent improving their 
status in the household. 


Strategy 3 


Offer life skills education to out of school 
adolescents girls. 


Activities 


Formation of Adolescent Girls’ groups for 
imparting life skills education and accessing 
various services under health and other 
programmes. This activity has already been 
piloted in Murshidabad and can be scaled up 
through the Kishori Shakti Yojana in other 
districts. 


Strategy 4 


Offer information on protection from HIV / 
AIDS adolescents girls. 


Activities 


Adolescent girls are particularly vulnerable to 
being exposed to the risk of HIV / AIDs. It is 
necessary therefore, to offer them relevant 
information on the risks and on protecting 
themselves from such risks as part of the life- 
skills education (Please see the section on HIV/ 
AIDS). 


Strategy 5 


Raising awareness about iron deficiency 
anaemia. 


Activities 


Media advocacy both in the formal and the non- 
formal sectors. 


Scaling up the supervised IFA consumption 
programme in schools. 


Initiating this activity among the Adolescent 
Girl’s group and scaling it up through KSY. 


Strategy 6 


Raise awareness and concern about levels of 
crimes against women in general and 
adolescents in particular. 


Activities 


Regular and detailed analysis of data. While 
the NCRB (National Crime Research Bureau) 
data are regularly published, these are rarely 
analysed in the policy context. It is necessary 
to use these data for advocacy purposes by 
identifying the adverse effect the crime 
situation may have on age at marriage, 
workforce participation and related matters. 


Management Indicators 


Increase in the mean and median age at 
marriage. 


Cases booked under Child Marriage 
Restraint Act and the conviction rate 
thereof. 


Retention of girls in school at the secondary 
stage. 


Reduction in the number of illiterate 
adolescent girls. 


Number of schools covered with IFA 
supply. 


Number of groups formed and given life 
skills education. 
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Reduction in the levels of anaemia among 
school going girls. 


Reduction in the levels of anaemia among 
adolescent girls out of school. 


Number of adolescent girls in the 16-18 age 
group joining as affiliate members of 
SHGs. 


Decline in the incidence of crime against 
women and gender specific crime against 


adolescent girls. 


Increase in workforce participation rate 
among women. 
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2.7 Children with Disability 


GOAL 


Providing enabling facilities to all disabled children by ensuring special treatment, educa- 
tion and rehabilitation to them. 


OBJECTIVES 


Reduce child injuries due to accidents or other causes through the development and 
implementation of appropriate measures 


Ensure effective access by children with disabilities and children with special needs to 


integrated services including rehabilitation and health care; promote family based care 
and appropriate support system for parents, families, legal guardians and care givers of 
these children. 


Provide special care to children suffering from mental illness or psychological 
disorders. 


Providing facilities to children suffering from all types of disabilities through 
appropriate treatment, innovative education programmes and their rehabilitation 


Implement policies that follows the Equal opportunity, Protection of Rights and full 
Participation Act, 1995, allowing complete opportunities to the persons with disability. 


Present situation 


The incidence of disabilities in West Bengal is 
significant with about 1.8% of the population 
facing one or the other physical disability 
(NSSO 47" Round: Sarvekshana Oct. — Dec. 
1994). Reliable estimates of mental disability 
are difficult to come by. It is expected that the 
census 2001 and the NSSO 58" round data will 
give more up to date and reliable estimates of 
disability. 


Among the physically disabled population 
orthopedically handicapped persons accounts 
for a major part; nearly half while about 30% 
are hearing impaired persons and 20% are 
visually handicapped. As per the figures of the 
47" round of NSSO survey, about 900 persons 
suffered from locomotor disability, 570 
suffered from hearing disability and about 400 
persons suffered from visual disability per lakh 
rural population. The incidence in the rural 
areas being invariably higher than in the urban 
area (840 - locomotor, 361 hearing and 320 
visual). Further, the incidence was high among 
male population than in the female population 
except in visual disability. The gender gap in 
locomotor disability is quite strong though. The 
incidence of hearing impairment was found to 
be fairly high among children in the age group 
0-4 years and remained high in the age group 
5-14. 


As mentioned in the chapter on the child health, 


the incidence of hearing disability among 
children appears to be unusually high. 
(Source : India Human Development Report 
1999). As such there is a need to consider 


provision of vaccination against Rubella 
vaccine 
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Source : India ; Human Development Report, 1999 


Strategies and activities 


Strategy 1 


Ensuring early detection of disability: 
Activities 


Using the opportunity created by the 
universalisation of ICDS for early detection of 
disability among young children. 


Training all ICDS supervisors in such 
detection and ensuring that they cover all young 
children in their area once every quarter for 
detection of disability. 


Creating linkage between ICDS supervisor / 
CDPOs and the referal institutions. 


Training of the health functionaries and ICDS 
anganwadi workers in management of 
disabilities so as to ensure that the child has 
access to the anganwadi center and mothers / 
families be made aware of ways to prevent 
and managed disabilities at the community 
level. 


Strategy 2 


Issuing disability certificates to children in time 
and promptly. 


Linking the system of early detection with 
follow up on early distribution of the disability 
certificate. 


Strategy 3 


Provision of treatment, aids and appliances. 


Activity: Ensuring provisions of necessary aids 
to children with disability (such as Braille 


books, hearing aids etc.) as a way to make them 
self-sufficient , improving their quality of life 
and supporting their education. 


Strategy 4 


Supporting NGO projects with more 
substantial grants in aid and ensuring timely 
release of funds. Exploring the capacity of the 
private sector to provide funds for the projects. 
Involving NGOs mostly in community based 
rehabilitation (CBR) processes. 


Strategy 5 


Fostering an integrated education system to 
ensure that children with disabilities attend 
regular schools. teacher training , provision of 
support for teachers and community awareness 
are essential components to an integrated 
education programme. 


Strategy 6 


Provide assistance to the needy disabled 
persons in procuring durable, sophisticated and 
scientifically manufactured standard aids and 
appliances that can promote rehabilitation by 
reducing the impact of disability and enhancing 
capacity of the assisted persons to lead normal 
lives. 


Strategy 7 


Promote independence, facilitate guardianship 
and concerns of persons with special needs who 
do not have their family support. 


Strategy 8 


Implementing National Programme for the 
Rehabilitation of the Disabled (NPRD) in all 
the districts and establishing rural centers for 
Community Awareness for Rehabilitation 
Services (CARS) with the financial assistance 
of Government of India as a way to reach 
children with disability in rural areas. 


Strategy 9 


Ensuring implementation of the Persons with 
Disability Act (1995) with an emphasis on 
prevention, early detection, rehabilitation and 
education. 


Strategy 10 


Addressing the special needs of the girl child 
suffering from disability and ensuring their 
rehabilitation and education. 


Management Indicators 


Percentage of disabled children attending 
mainstream schools. 


Percentage of disabled children able to join 
higher education. 


Percentage of health and ICDS centers 
providing disability related services. 


Percentage of children with disability 
finally able to join the mainstream work 
force. 


Percentage of institutions, organizations 
adopting policies of equal opportunities 
and practicing them too. 
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Percentage of public facilities that includes 
public transport systems, public building 
and open spaces (like gardens parks) 
entertainment facilities like cinema halls 
and so on designed responding to the needs 
of the challenged persons. 


Percentage of health care services at the 
grass root level that have the option for 
treating children with special needs. 


Percentage of care facilities either run by 
the government institutions or by the NGOs 
to support the parents or the care givers of 
the children with some sort of disability, 
specially its access to children belonging 
to economically marginalised section of the 
society. 
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3.1 Providing Quality Education (Primary Education) 


GOAL 


Achieve Universal Elementary Education for all children under the age of 15 years by 2010; 
focusing on education for life, that is relevant and allows children to live in harmony with 


their own environment. 


TARGETS 


Achieve Universal Enrollment under the age of 14 years by 2003 
Achieving Universal Primary Education (UPE) by 2006 


Achieving Universal Elementary Education (UEE) by 2010 


OBJECTIVES 


All children in school, education Guarantee Center, Alternate School or Back to 
School camp by 2003. 


All children complete four years of primary schooling by 2006. 
All children complete eight years of schooling by 2010. 


Focus on elementary education of satisfactory quality with emphasis on education 
for life. 


Bridge all gender and social category gaps at primary stage by 2006 and at elemen- 
tary education level by 2010. 


Universal retention by 2010. 


Present Situation 


Introduction 


Compared to the other states in the country, 
West Bengal has faired well in the field of 
primary education (defined as grade I to 
grade IV). With the advent of the SSA (Sarva 
Shiksha Abhiyan) the emphasis has now 
shifted to ensuring universal access, 
enrollment, retention, completion and quality 
rather than on quantitative coverage. This is 
quite appropriate and in tune with the State 
policy of encouraging community 
participation and elimination of different 


disparities. 


a. Infrastructure 


Notwithstanding the good performance of the 
state in primary education, the expansion of 
the primary education infrastructure has not 
kept pace with the increase in population. 
While the population of the state has 
increased by 39%. In the last two decades, 
the number of schools has increased only by 
about 13 %. This definitely has an adverse 
bearing on the student to school ratio or the 
teacher pupil ratio. 


Currently, the school-student ratio in the state 
is about 180, teacher -school ratio is 3.15 and 
pupil-teacher ratio is 57. There are 49828 
primary schools (source DISE) and 14263 
Sishu Siskha Kendras (SSKs — these too, 
cover Grades I to IV). Interestingly enough, 
out of the sanctioned teaching posts of 
183255, only 153072 teachers are in position 
leaving a gap of 30183. Around 27% of the 
school- teachers are women. In addition, 
most SSKs deploy Siksha Sahayikas; women 
above the age of 40 years and with minimum 
school final qualification. 


Presently there are 11,334 primary school 
with one room and 12,803 schools with two 
rooms in the state. Schools with three and 
four rooms are 8,861 and 11,309 respectively 
and very few (4,337) have more than four 
rooms. Very few buildings (2,846) have 
kuchha construction; majority have either 
pucca (26,082) or partially pucca (15,669) 
construction. 


Regional variations in 
infrastructure 


State level statistics do hide a considerable 
amount of regional variations that mark the 
availability of infrastructure in different 
districts. This analysis is provided in 
accompanying maps. 


b. Enrolment and Attendance 


The population of children in the 5+ to 8+ 
years age group is around 9.11 million of 
which about 92.1 % of children (about 8.38 
million students in absolute number) are 
currently attending school; (source: School 
& Mass Education Department). While the 
net enrolment rate for girls (89.4%) is high 
it is well below the NER level for boys 
(94.8 %). 


NER in Primary schools 2002-03 


West Bengal 


However, as per the MICS 2000 survey, the 
gross enrolment ratio, net enrolment ratio and 
net attendance ratios in the state were below 


the national average. 


Net Enrollment ratio in primary 
schools (gradel-V) (MICS 2000) 


Net Attendance rate in primary schools 
(gradel-V) MICS2000 


Besides this the overall number of children 


dropping out from the school is a matter of 
concern. 70.3% of boys and 78.3% girls drop 
out of school between class I and class VIII; 
much higher than the national average of 
(54.4% for boys and 60.1% for girls). An- 
other cause of concern is very steep drop out 
rate among SC (81.2%) and ST (86 %); again 
much higher than the national average 
(66.6% for SC and 77.7% for ST. (source 
Planning Commission 2000) 


Drop out Rates in % West Bengal 
a EE Cae 


co 
3 | 60.1 | 
| 66.6 | 


c. Social obstacles to enrolment 


Child Labour 


Among children in the 5-14 years age group, 
11 % are engaged in economically 
productive labour. This is marginally less 
than the national average (12.7%). In 
absolute terms this translates to about 1.2 
million; a large number. The incidence of 
child labour is higher in the rural areas than 
in the urban. Within both these areas, the 
prevalence of child labour shows clear 
regional patterns as well as occupational 
patterns e.g. children working in brick kilns 
or engaged in bidi making. Further, a large 
number of children are engaged in non-wage 
earning activities, especially girls who stay 
back at home to look after their siblings. 
Recently, to encourage weaning children 
away from these occupations to schools, 
parents are given financial incentives. 


With the emphasis on universalisation of 
elementary education (UEE), number of 
children not attending school can be expected 
to reduce sharply. This is useful since the 
census 1991 data clearly shows that school 
going children are much less likely to be 
engaged as ‘workers’. 


Gender Discrimination 


The overall disparity among boys and girls 
in terms of attending schools is not sharp in 
the state (79.9 % of girls attends school as 
against 83.9% of boys). But this differential 
based on gender is highlighted in certain 
specific districts or religious / ethnic groups. 
UEE once again can be expected to 
eliminate the gender gap. 


Socially disadvantaged groups 


The overall disparity in enrolment for the 
scheduled caste and the tribe population is 
also not sharp at the state level. The 
proportion of children (5+ to 8+ years) in the 
total population and in the total enrolment is 
roughly similar especially among the tribal 
population. However, among the SC students, 
this gap is high in some districts e.g. 
Kochbehar and Jalpaigudi and calls for 
corrective efforts. 


d. School sanitation 


There are 26635 schools without any toilet 
facilities inside the school premises. 11,891 
schools are without any drinking water 
facilities and 8440 schools are without any 
water and toilet facilities. 43740 schools are 
without any toilet facilities for girls. 


e. Teachers training and other 
quality aspects 


Currently there is a considerable backlog of 
training of untrained teachers. With the em- 
phasis on universal retention and the issues 
of quality there is a growing realisation that 
teacher’s training needs to improve both 
qualitatively and quantitatively if the rest of 
the investment in the physical infrastructure 
has to bear fruit. Besides it is important to 
focus on how user friendly the text books are, 
relationship between teachers and students 
in the classrooms, development of the 
teaching and learning materials (TLM) and 
its use, quality of monitoring and 
supervision, community’s involvement inthe 
school and so on. In order to actualize the 
above requirements the following activities 
have been undertaken: 


The state government is providing free 
text - books to the primary schools run by 
the Government. Besides, a grant of Rs. 500 
is provided per teacher per annum from 
DPEP/ SSA funds for preparation of low cost 
or need based teaching / learning material for 
more effective teaching. 


A good deal of emphasis has been laid on 
in-service training of primary school 
teachers. It covers modern concepts of 
pedagogy, mainly based on child-centric and 
activity- based teaching and learning 
processes. In this entire process, the cascade 
mode of training is followed from the state 
down to the Circle level. The training 
modules attempt to address different 
problems like multi-grade, multi-level and 
multi language base of the learners in 
specific areas. The training efforts have been 
linked further with improving quality of 
learning through the (Integrated Learning 
Improvement Programme) ILIP throughout 
the state. In some districts this has been 
further developed into SLIP (School-based 
Learning Improvement Programme). 


f. Supervision 


The School Education Directorate, West 
Bengal looks after all administrative and 
monitoring issues concerned with primary 
education at the state level. At the district 
level, the monitoring and supervision is 
mainly entrusted upon the Directorate 
Inspectorate of Primary Education. One 
District Inspector (PE), one ADI and few Als 
and SIs of schools are placed in the districts. 
The sub-district level or the circle is looked 
after by the SI of schools. In DPEP district, 
each circle has a Circle Resource Center 
(CLRC), with SI of schools being the ex- 
officio Circle Project Coordinator (CPC) and 
in charge of the CLRC. 


The state government proposes to start 
District institutions for Elementary Training 
(DIET) in all the districts. To begin with 
selected Primary TeachersTraining Institutes 
(PTTIs) will be upgraded to DIET. 


Special Progarmmes 


Presently two national programmes are 
implemented in the state to address the gaps 
in the primary and elementary education; 
District Primary Education Programme 
(DPEP) and the Sarva Siskha Aviyan (SSA). 


e District Primary Education 
Programme (DPEP) 


District Primary Education Programme is a 
centrally sponsored, externally funded 
programme designed with the objective to 
universalize primary education through 
universal access, enrollment and retention, 
with a substantial improvement in the 


existing quality of education. The programme 
is being implemented in 5 districts viz. 
Bankura, Birbhum, Cooch Behar, 
Murshidabad and South 24 Parganas, since 
1997-98 and was extended to 5 more districts 
viz. Jalpaiguri, Malda, Uttar Dinajpur, 
Dakshin Dinajpur and Purulia in 2000-01. 
About 24,000 primary schools, 76,000 
teachers and 4,000,000 students are directly 
receiving the benefits of the programme. The 
West Bengal DPEP is funded by DFID (UK) 
through the Government of India and 
provides 85% of the funds while the State 
Government provides 15%. 


e Sarva Siskha Aviyan (SSA) 


Sarva Siskha Aviyan, a national level 
programme emphasizes on promotion of 
elementary education (Class I to VII). A 
society called Paschim Banga Rajya 
Prarambhic Shiksha Unnayan Sanstha 
(PBRPSUS) is the nodal agency for 
implementing the SSA throughout the state 
in association with other bodies in place e.g. 
the Boards of Primary, Madrasah and 
Secondary education and the SCERT. 


Strategies 


Strategy 1 


Ensure universal access to Elementary 
schooling : 


Activities 


Extend basic education infrastructure and 
facilities: This includes construction of 
new school buildings in poorly served 
areas, provision of additional class- 
rooms, and conversion of kuchha 
buildings into partially or fully pucca 
buildings. 


Improve coverage under drinking water 
and sanitation : Under the Swajaldhara 
national scheme and the Total Sanitation 
Campaign all schools and SSKs having 
building on public land are proposed to 
be covered with drinking water and toilet 
facilities. 


Giving priority to school less habitations 
for opening SSK centres. 


Opening MSK centres (Madhyamik 
Shiksha Karmasuchi) to ensure 
accommodation of children receiving 
upper primary education. 


Strategy 2 


Ensure Universal enrolment. 


Activities 


Ensure enumeration of all children out 


Gs) 


of school : This is being done through 
surveys in all the districts through field 
functionaries, especially the anganwadi 
workers. 


Ensure success of School Chalo Abhiyan: 
this is sought to be done through an 
enrolment campaign, special enrolment 
drive for drop — outs by selected VECs, 
providing bridge course to dropped out 
children and, formation of Mother 
Teacher Association and extensive use of 
media for campaign. 


Ensure universal coverage for pre-school 
enrolment: Institutions providing pre- 
school education are an effective feeder 
source for primary school enrolment. As 
such there is a need to universalise the 
pre-school enrolment especially through 
the Anganwadi centres 


Ensure greater convergence of location 
between Anganwadi centres and Primary 
schools: Proximity of the AWC to the 
primary school is conducive to primary 
school enrolment. Relocation of AWCs 
is already underway / planned in many 
districts. This may be of considerable 
help to girls with a younger siblings in 
the AWC. 


Strategy 3 


Ensure Universal retention. 


Activities 


Strengthen Mid Day Meal scheme in 
coverage and quality. 


Provision of free text-books. 


Free dress to girl children from 
disadvantaged classes. 


Provision of scholarships 
School computerisation programme. 


Improving supervision at the circle level 
with a focus on monitoring of retention 
of children from SC / ST / Minority 
communities and of girl children. 


Improving quality of teaching and 
learning. 


Provision of bridge courses to children 
who had to discontinue their study. 


Involvement of VECs, Mother’s 
committee, PRI representatives and other 
sections of civil society in ensuring that 
no child is left out without elementary 
education. 


Strategy 4 


Improving quality of education 


Activities 


Complete training of all untrained 
teachers especially in English, 
mathematics and science. 


Review the current Syllabus and the 
curriculum and renewal of text-books. 


Strengthen the ILIP, the SLIP and the 
SLIP plus schemes. 


Develop low cost no cost teaching and 
learning material. 


Strategy 5 


Strengthen Disparity Reduction 
Interventions : 


Activities 


e Support initiatives for deprived urban 
children that include appropriate 
academic packages (coaching) ensuring 
their mainstreaming into the formal 
system. 


e Develop and implement a strategy, 
appropriate academic packages, facilitate 
networking amongst NGOs _ and 
panchayats for over-aged children in 
primary school to be mainstreamed into 
the appropriate class. 


e Promote Integrated Education for the 
Disabled Children through identification 
of schools for integrated education, 
training of teachers and providing barrier 
free environment for disabled children. 


e Implement special schemes like the 
package for the deprived urban children. 


e Develop and promote distant and Open 
Learning Systems as an alternative to the 
formal system. 


Strategy 6 


Strengthen education Analysis and Research 


Activities 


e Strengthen’ effective academic 
monitoring and development of school 
improvement plans (SIP). 


Support studies to review the 
management, supervision and monitoring 
systems and incentives for evidence 
based institutional reforms and policy 
initiatives. 


Initiate community based habitation level 
planning interventions for UEE in select 
areas in four districts to provide critical 
inputs in the planning exercise of SSA. 


Take up critical analysis of the data 
already available and collected under 
DISE. 


Strategy 7 


Strengthening the Monitoring Activities 


Activities 


For strengthening the monitoring activities, 
a monthly reporting system has been 
introduced from VEC/WEC to CLRC. The 
reporting format contains 
information related to teachers, students and 


monthly 


the activities done by VEC/WEC. 


Management Indicators 


Pupil School ratio. 
Net enrolment rates 


Drop-outs rates among girls and boys, SC 
and ST students and in, rural and urban 
areas. 


Attendance rate especially among girls, 
SC / ST students and in rural areas. 


Number and percentage of children 
completing class IV and V within five 
years (boys and girls) 


Learning levels compared to the baseline 
as assessed through regular evaluation. 


Number and percentage of teachers given 
in- servicing training. 


Percentage of pre-school teachers trained 
On DAC cs, 


Number of alternate formal centres run 
to cover all children (boys and girls, 
SC,ST, rural and urban). 
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Identification and mainstreaming of 
children suffering from disabilities. 


Number of children covered through 
innovative educational programmes and 
the number of children completing 
primary education through these 
programmes . 


Percentage of primary schools having 
safe drinking water and toilet facilities. 


Adequate teaching and learning 


materials in the class rooms. 


Number of upper primary and pre- 
primary schools. 


% of children completing standard VIII. 


Number of VECs involved in school 
planning and monitoring. 


Number of schools with pupil to teacher 
ratio of 40:1. 
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SO.LV.LS INHINTOUNA 


District-wise status of Schools without 
Toilet West Bengal : 2001-02 (DISE) 


™ <20% 
20-40% 


Source-DISE 2001-02 


District-wise status of Schools without 
Drinking Water West Bengal : 2001-02 (DISE) 


<55% 
55-70% 


> 70% 


CHILDREN 
IN NEED OF 
SPECIAL 
PROTECTION 
MEASURES 


Combating Child Labour 


Juvenile Justice 


Sexual Exploitation and 
Trafficking 


Emergencies 


4.1 Combating Child Labour 


GOAL 


Eliminate Child Labour from all hazardous occupation and move progressively towards 
complete elimination of Child labour. 


OBJECTIVES 


Adopt immediate and effective measures to ensure the prohibition and elimination 
of the worst forms of Child labour. 


Ensure rehabilitation and social integration of children removed from the worst 
forms of child labour by ensuring access to free basic education and wherever pos- 
sible and appropriate, vocational training. 


Step up interagency, inter sector and international cooperation in eliminating the 
worst forms of child labour through enhanced assistance including support for so- 
cial justice and economic development, poverty eradication and universal educa- 
tion. 


Mainstream actions related to child labour into state’s poverty eradication and de- 
velopment efforts, especially in policies and programmes in the areas of health, edu- 
cation, employment and social protection. 


Present Situations 


There are widely varying perceptions about 
the concept and the definition of child labour. 
This is further confounded by the fact that 
the latest district level data available is from 
the 1991 census. According to the 199] 
census, an estimated 7.12 lakh children were 
engaged as workers out of a population of 
171 lakhs. Among these, boys (4.87 lakhs) 
outnumbered the girls (2.25). 


Even though the census data are old, it is 
nevertheless possible to gain useful insights 
from these data. The debate over the idea that 
every out of school child represent a 
(potential if not actual) child labour, provides 
a case in point. Census data clearly shows 
that the proportion of out of school children 
in work is an order of magnitude higher than 
that among school going children. 
Schooling thus emerges as a powerful 
counterpoise to incidence of child labour. 


An important source of more recent data are 
the two survey rounds of the NSSO, the 50" 
(1993 — 94) and the 55" round (1999-2000). 
Data from the 55" Round indicate that an 
estimated 7.86 lakh children in the 5-14 years 
age group are engaged in some work or the 
other. Out of these, girls account for 4.38 
lakh, a sharp increase from 2.91 lakh in the 
50" round (93- 94), number of boys on the 
other hand has declined from 4.83 lakh in 
93-94 (NSSO 50" round) to 3.48 lakh in 
2000-2001 (NSSO 55" Round). 


Many a times children are engaged as 
subsidiary workers or as marginal workers 
where they may be working for lesser hours 
than the principal workers but they play a 
significant role in the economic 
productivity. They are engaged within the 
family in family trade or entrepreneurship, 
in such conditions their labour is not 


perceived as an economic activity and not 
incorporated in cash transaction. 


This pattern is very common in rural areas, 
especially among girl children, where they 
are engaged in looking after their younger 
siblings and attending to domestic chores for 
which they are not paid any wages. 


It is pertinent to note however, that a 
majority (above 80%) of children in work are 
categorized as main workers and not as 
marginal workers. It is only in rural sector 
that a significant number of girls are included 
in marginal worker category. (Estimates from 
NSSO 55" Round) 


Magnitude of the problem 
National level comparison 


Compared to states like Andhra Pradesh, 
Karnataka, Rajasthan where the proportion 
of children engaged as principal worker or 
subsidiary workers is alarming high, West 
Bengal has fared relatively better. 


However children are employed in large 
number in brick making industries and are 
engaged in bidi binding activities or 
supplementing agricultural activities. 


According to NSSO estimates of the 55™ 
round about 68 rural male children aged 
between 10-14 years are engaged in 
productive work per 1000 children, a figure 
well below the national average of 82. For 
the girl child however, the corresponding 
figure is much higher i.e. 81 against the 
national average of 74. 


For the urban sector the figures include 
children engaged as domestic help and as 


errand boys /girls in shops and offices. A 
substantial number of children are engaged 
in scavenging, rag pickeing and other such 
hazardous and low esteem jobs. 


In the urban areas, poverty continues to place 
a large number of children at risk. About 4.23 
lakh children in the 0 — 6 years age group 
live in slums — Kolkata accounting for 1.39 
lakhs out of these with remaining children 
spread throughout the rest of West Bengal. 
Given their economic and education 
background and lack of adult care they are 
at particular risk of sexual exploitation, 
trafficking and being employed as labour. 


Rural poverty combined with poor 
schooling in the rural areas is another rea- 
son that hinders the elimination of child 
labour in the state. About 11% of children 
between 5 — 14 years are engaged in 
economically productive labour. 


One centrally supported intervention 
implemented by the State government is 
operation of schools under the NCLP 
(National Child Labour Project). Against the 
allotted number of 347 schools to 
accommodate 17350 children only 299 
schools are currently running covering 14950 
children (V V Giri Institute 2003: Child 
Labour — challenge and response). 


The second important intervention that has 
the potential to bring the incidence of child 
labour down is the drive under the Sarba 
Sikhya Abhiyan to enrol all out of school 
children. Currently an estimated number of 
8,00,000 school going age group children are 
out of school (SSA 2003). 


In more general terms, the State Government 
hopes to effectively implement the National 
Policy on child labour by focussing on 
social welfare programmes for the families 
of working children and promoting 
universal primary education. 


Enforcement of uniform minimum wages, 
ensuring removal of existing differentials 
between the adult and child wages and 
discouraging employers from engaging | 
children are three important areas of 
attention for the State. Efforts are made for 
greater involvement of traders’ associations, 
employers’ organizations and NGOs in the 
of developmental 
programmes for child labour. Greater efforts 
are made to reach the unorganized sector and 


implementation 


ensure child protection. Specific programmes 
are taken up for prevention, removal, 
protection and rehabilitation of child labour 
with the assistance of NGOs. 


The state government is giving priority to 
enforcement of the norms specified in the 
Child Labour (Prohibition & Regulation) 
Act, 1986, especially by limiting working 
hours to 6 per day, ensuring weekly holiday 
and prohibition of overtime and work 
between 7.00 in the evening and 8.00 in the 
morning. 


Five NGOs based in Calcutta are working 
with the Labour Department in the 
implementation of the ILO funded 
International Programme for Elimination of 
Child labour. 


Strategies 


Strategy 1 


Establish special schools to provide 
non-formal education, vocational training, 
supplementary nutrition, stipend, health etc 
to children withdrawn from employment. 


Activities 


Run all the schools sanctioned under NCLP 
to their full capacity. 


Support the SSA drive to enroll all children 
under primary schools or its alternative 
forms. 

Create an enablibg environment for full 


primary school enrolment by ensuring full 
enrolment at pre-school stage. 


Strategy 2 


Intensify the data-base on child labour and 
support research. 


Promote analysis of the census 2001 data and 


Supplement it with the analysis of the NSSO 
data by NSSO regions. 


Provide linkages to this analysis through the 
birth registration data and the SSA data. 


Strategy 3 


Effectively enforce child-labour laws for 
direct rehabilitation of child labour, raising 
of public awareness and survey and 
evaluation. 


Strategy 4 


Build public awareness to disapprove use of 
child labour in production processes. 


Strategy 5 


Provide financial assistance to voluntary 
organizations for taking up welfare projects 
to rehabilitate working children. 


Management Indicators 


1. Incidence of children out of school and 
its break — up by gender, location and 
social groups. 


2. % of parents who are willing to enroll 
their girl child in school 


3. 9% of children enrolled in the elementary 
school (disaggregated information based 
on gender, ethnicity, religion and so on). 


4. Number of children completing 
elementary education. 
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5. Number of children working in hazardous 
and non hazards profession 

6. Number of cases registered by the police 
pertaining to complaints against 
employing child labour. 

7. Differential in the earning capacity of an 
adult and a child. 

8. Social awareness about disapproval of 
products involving employment of child 
labour. 


4.2 Juvenile Justice 


GOAL 


Ensure appropriate implementation of the Juvenile Justice (Care and Protection of 
Children) Act, 2000 in the state. 


OBJECTIVES 


Ensure that no child is tried judicially along with the adults. 


Generating awareness to modify the de jure provision of death penalty for children less 
than 18 years. 


Making provisions so that the children are detained in proper homes with adequate 
supplies of basic services; further ensuring that they should not be detained with the 
adults. 


Ensuring enforcement of the Juvenile Justice (Care and Protection of Children) Act, 
2000. 


Present Situation 


The Juvenile Justice (Care & Protection of 
Children) Act, 2000; a Central Act has come 
into force on 01.04.2001, dealing with the 
matters relating to juveniles in conflict with 
law and children in need of care and 
protection. Under the Act 38, Homes (17 
Govt. and 21 Non-Govt.) have been set up 
for providing care, protection, treatment, 
education, training, recreation, etc. with the 
objective of their rehabilitation in life. Total 
capacity of these homes is 3470. 


A set of Rules titled “The West Bengal 
Juvenile Justice (Care & Protection of 
Children) Rules 2003” have been framed 
under the said Act which came into force 
from 29.01.03. 


Five Child Welfare Committees created 
under the said Act are functioning 
exclusively for dealing with the matters 
relating to the children in need of care & 
protection, covering all districts of this State. 
Two Juvenile Justice Boards created under 
the Act are in operation - one at Salt Lake 
and another at Coochbehar. 


Out of these, two are devoted exclusively for 
juvenile with disabilities. Coochvihar has a 
Blind school for 75 boys and there is another 
home for 75 boys with speech and hearing 
disabilities at Suryadoya in Raiganj where 
they receive specialized education and 
training. 


Most of these Homes have with in their 
premise schools up to primary level. 
However, children who are not restored to 
families and show aptitude for studies, often 
attend schools outside the Homes. 


Children as well as older inmates also have 
the scope for receiving vocational training 
in streams like tailoring and weaving as well 
as in some more contemporary skills like 
printing, making soft toys, jute products etc. 


The government efforts are supplemented by 
the NGO initiative which has given rise to 
the close involvement of several NGOs in the 
government Homes in areas of counseling, 
vocational training, non-formal education 
and even in establishing Legal Cell to 
expedite the legal procedures. | 


Strategies 


Strategy 1 


Enable the society to identify issues that leads 
to juvenile crimes rather than isolating the 
juveniles as criminals. 


Activities 


Promoting family values and positive aspects 
of harmonious society through media ( t.v., 
radio, films etc). 


Promoting values of harmonious society 
through education system. 


Strategy 2 


Measures are taken in the correction homes 
towards rehabilitating the children in the 
mainstream society. 


Strategy 3 


Sensitizing legal professionals, police and 
other officials on children’s issues so that 
they are more sensitive while responding to- 
wards them. 


Strategy 4 


Building partnerships with civic bodies so 
that more attention could be given to 
individual children. 


Management Indicators 


1. Increase in the number of Juvenile Boards. 


2. Physical environment and increase in the 
number of Homes for juvenile delinquents. 


3. Number of children rehabilitated with their 
own families or in any other family 
environment. 


4.3 Sexual exploitation and Trafficking 


GOAL 


Create a sensitive environment that does not tolerate any form of sexual abuse and 
exploitation of the child including pedophilia, trafficking and abduction and also promote 
conditions where these problems are prevented in the first place. 


OBJECTIVES 


Coordinate and establish linkages at the national / international levels with initiatives 
addressing the issue of sexual exploitation and abuse of children including forcing 
children into pornography, prostitution and pedophilia or sale of their organs. 


Identify and address larger social issues like social discrimination, deprivation, ritual / 
custom that lead to sexual exploitation and trafficking of children; raise awareness 
about illegal nature of these activities and the severity and magnitude of the problem. 


Ensure appropriate legislative and social interventions to provide safety, protection 
and security to victims of trafficking and sexual exploitation; provide assistance and 
services to facilitate their recovery and social mainstreaming. 


Through media and in partnership with the tourism industry and private sector, create 
public awareness for a campaign against sexual exploitation and trafficking of chil- 
dren. 


Monitor and share information regionally and internationally on the cross — border 
trafficking of children and sensitize law enforcement agencies on Child rights through 
training and advocacy. 


Present situation 


At the outset it is important to recognize there 
is a gap in the data- base and analysis based 
on disaggregated criteria (such as caste, 
gender, ethnicity, religion etc.) and linkages 
among various institutions working towards 
combating child sex abuse and trafficking. 
Further, ambiguity in definitions also hinders 
preparation of data-base. Acknowledging the 
fact that the cover of child sex abuse is vast, 
in this section only the following type of 


sexual abuse are covered : 
1. Child sexual abuse 


2. Commercial Sexual Exploitation of the 
Child 


This section covers only those trafficking that 
are done for or with the intention of sexual 
exploitation. Although, most often there is 
no clear divide between children who are 
trafficked for labour or sexual abuse (often 
child labourers are most vulnerable to sexual 
exploitation too), in this section, these are 
treated as separate issues to generate first 
level of information. 


Definitions : 


“Child Sexual Abuse is defined as contacts 
or interactions between a child and an older 
or more knowledgeable child or adult (a 
stranger, sibling or person in position of 
authority, such as a parent or a caretaker) 
when the child is being used as an object of 
gratification for the older child’s or adult’s 
sexual needs.” (source: Child protection: A 
consultancy report for UNICEF country 
Office, 2001). 


Commercial sexual exploitation of 
children implies a situation when because 
of child abuse a third party is benefiting 
through a profit. (ibid) 


Child sexual Abuse 


In the prevailing social condition it is almost 
impossible to quantify or even gauge the 
proportion sexual abuse faced by children 
because of the following factors : 


Position of women and Children 
in the society 


We live in a predominantly patriarchal 
society where the position of women and 
children in the society is undermined 
culturally. This is well reflected in the fact 
that proportion of girls getting access to 
education, subsequently to employment is 
much less than their male counterparts. Most 
women (refer section under’ gender 
discrimination) are employed in the informal 
sector that makes them more economically 


vulnerable. 


Lack of appropriate measures to 
recognize child sexual abuse 


Most often child sex abuse is not recognized 
and even when if it does, it does not get 
reported. Not recognizing Child sexual abuse 
could be because prevailing social conditions 
in which children do not have a voice to speak 
against adult actions. Most often children 


especially those ones engaged in productive 
works, are vulnerable to abuse, economic and 


sexual exploitation and trafficking. 


Slack Judicial System and lack of 
sensitized Police personnel 


Further, the problem gets compounded 
because of slack judicial system. Lack of 
appropriate legislative measures and 
sensitized police personals is a deterrent in 
addressing the issue of child sex abuse. 


Of the reported cases of crimes committed 
against children in India, West Bengal 
reported 188 cases, or only 4 % of the 
national figure. Of these, 84 cases related to 
rape (below 16 years), 6 cases for 
procurement of girls, 7 cases of selling girls 
for prostitution, and 3 cases of buying of girls 
for prostitution. These figures may, in fact, 
show a legal and social disposition to the 
enforcement of these laws, rather than a high 
incidence of these crimes. 


Child trafficking 


NCRB crime data for 2001 on kidnapping and 
abduction of children, and procurement of 
minor girls show a low incidence 
contributing only 3 and 6.5% respectively to 
the reported all India figures. In selling and 
buying of minor girls for prostitution the 
number of cases in 3 and 2 and thus appear 
to be a high % of the all — India figure of 6 


and 8.! 


As regards data on % of sex workers who 


are minors a survey by NACO has indicated 
that about 7.8% sex workers in the sample 
for the state were below the age of 20 years 
against the all India figure of 8.3. 


Unlike other states, West Bengal fortunately 
does not have prevalence of any customary 
prostitution, however women in this 
profession from other states who had 
migrated to Kolkata long back are 
continuing with this tradition. It is reported 
that if not their own daughters, other minor 
girls are inducted in this profession in the 


pretext of continuing a custom. 


Another major reason for high prevalence of 
sex workers could be feminization of 
poverty which is on rise in the recent years. 


The geographical position of West Bengal 
makes it a convenient transit point for child 
trafficking. Bangladesh and Nepal- the 
two neighboring countries too reports high 
incidence of prostitution - West Bengal is a 
transit for trafficking of the children to other 
states in India and in foreign countries mainly 
to Gulf countries. It is not only the minor girls 
who are at risk but also the boys. A number 
of boys are trafficked to middle east for camel 
jockeying and begging. It is reported that 
these boys are also victim of sexual abuse. 


Children trafficked to work as bonded labour 
or domestic workers (this section is dealt 
under Child Labour) are vulnerable to sexual 
abuse too. In the state there are three 
agencies who are actively involved in 
rescuing trafficked children. The data from 
all three agencies are yet to be collected but 


one of the agencies Sanlaap has reported 
rescuing a 178 number of persons (aged 
between 13-28) many of them are children 
too. It is important to note that most often 
the rescued children do not reveal their 
actual age. The Sanlaap report also reveals 
that around 18 of these178 children/ adults 
are HIV positive. Because of their high 
mobility and active sexual life it is pertinent 
to have a close check on them to combat the 
spread of HIV. 


Children of Sex Workers 


Children of the red light areas are vulnerable 
to the ways of trade, right from their birth. 
Even if they wish to break away from their 
environment they find it much difficult 
because of the stigma attached with their 
parents profession and also their access to 
opportunities to enhance their skills. No data 
is available on the actual number of children 
whose parents are engaged as sex workers 
however if one calculates on the basis of 
recognized red light areas only in the city of 
Kolkata it is believed that 6097 (source: 


DWCD & SW, GoWB) number of sex 
workers are operating from different 
identified areas : 


Taking an average of 5 children per family a 
figure of 30,000 could be safely projected 
who are living in these areas. This figure may 
vary because of various factors however even 
the approximate figure of 30,000 in absolute 
terms is a matter of concern. It is important 
to carry out a in depth study to figure out if 
births of these children are registered and 
they have access to education and health care 
services. 


Mushirdabad, Howrah, North 24 Paraganas, 
Midnapore, Birbhum, South 24 Paraganas are 
identified as districts in the state where the 
trafficking activities are concentrated. 


The state has taken initiative in extending 
ICDS services to the red light areas in 
Kolkata and also in other districts. At present 
GoWB is working with 4 NGOS namely, 
Sanlaap, REACH, SEVAC and SLRTC in 
mainstreaming victims of girls and women. 
At present there are 66 operational AWCs in 
the state. 


Strategies 


Strategy 1 
Intensify Legal intervention 


One of the major stumbling block in 
convicting the culprit in child sex abuse is 
establishing the crime. Most often the 
complexity in the legal framework makes it 
impossible to punish any accused and in the 
process the child looses out on best of their 
lifetime. In a recent declaration by the Supreme 
Court certain NGOs are entrusted with the 
power to facilitate the judicial process. 
(Source : Sanlaap) 


Strategy 2 


Implement economic rehabilitation 
programmes 


Implement SWADHAR programme effectively 
so that the sex workers be rehabilitated not only 
socially but also economically. Under this 
programme assistance is provided to women 
in difficult circumstances (destitute widows, 
women prisoners, women survivors of natural 
disasters, trafficked women/ girls and mentally 
disordered women) by providing shelter, food, 
health care counseling and social and economic 
rehabilitation. 


Strategy 3 


Strengthening partnership with NGOs 
Recognizing that NGOs will have much more 
access to and can build rapport with the sex 


workers Government has taken initiative to 
intensify its partnership with NGOs. 

Assistance is provided to voluntary 
organizations for preventing trafficking of 
women and girls and to provide temporary 
shelter for the victims, help in their 
repatriation to home- town, rehabilitation and 


prosecution. 


Strategy 4 


Creating a credible base line data- 
base for the issues pertaining to 
child sex abuse. 


Recognizing the sensitivity of the issue it is 
obvious that no reliable base line data is 
available that could be used to project the 
magnitude of the problem. The state has taken 
the initiative to conduct a base line data 
compilation in near future. 


Strategy 5 


Sensitization of police personnels 
and officers in public administration. 


Recently programmes for sensitization of 
Police personnel are being implemented within 
the state at regular intervals. The programme 
sensitizes the police to handle sex workers and 
their children and trafficked children in a more 
humane manner. 


Management Indicators 


Number of minors rescued and 
rehabilitated back either with their 
families or in other appropriate 
environment. 


Number of children living in red light 
areas or children of sex workers enrolled 
in formal schools. 


Increase in the enrolment of girl children 
of sex workers in formal schools. 


Monitoring patterns of seasonal 
migration of children to specific 
destinations. 


Number of sex workers accessing 


government schemes like “Swadhar” for 
their economic rehabilitation. 
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Number of programmes implemented to 
sensitize the police personals and public 
administrators. 


Sensitivity of the police in handling 
rescue cases. This can be monitored by 
observing the way children are handled 
during the raids. 


Sensitivity of the society towards 
children of sex workers. This can be 
monitored by observing how media (print 
and electronic, popular cinema) depicts 
sex workers and their children. 


Quality and number of awareness 
programmes about HIV /AIDS conducted 
for sex workers. 
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4.4 Emergencies 


GOAL 


Protecting rights of the children and ensuring provision of basic services during emergen- 
cies (caused either due to natural calamities or for the reasons of war, conflict or insur- 
gency) so that the children do not miss out on opportunities that may help their physical 
and psycho-social growth. 


OBJECTIVES 


Enhancing capacities of the community and preparing them before hand so that they 
are more capable of facing the emergency situations. This obviously applies to 
situations that appear recurrently because of natural calamities. 


Ensuring the provision of basic services (that includes supply of drinking water, 
sanitation facilities and basic food and medical supplies) so that the children are not 
marginalised at the time of emergencies. 


Ensuring availability of affordable health care facilities during the period of emergency. 


Opportunities for continuing with the educational learning process in informal way 
even when the schools are closed because of emergency situation. 


Present situation 


Floods and landslides in West Bengal are 
annual features with different degrees of 
devastation. Traditionally the region does not 
have any threat of earthquakes but the plain 
areas of the state are prone to floods, cyclone 
and typhoons. The regions located in the hilly 
areas like Darjeeling is prone to landslides. 


The magnitude of the problem 


Floods are more or less a regular feature in the 
state; it not only creates a ravage but also stalls 
the development process that has a long-term 
implication. Such disasters have a serious 
impact on service delivery as well as on the 
earnings of the families with consequent 
reduction in the output in the agricultural, 
animal husbandry and industry sectors. 
Consequently, many families become more 
vulnerable as they succumb to mortgaging their 
merger possessions for loans at high interest to 
face these crisis periods. Emergency situations 
often leads to increased levels of malnutrition 
amongst children, lack of education and 
increased numbers of child labourers. 


The floods in 2000 had ransacked the state 
severely. Around 1250 people died during this 
flood and as much 20 million people’s lives 
and properties worth Rs 17,000 million were 
destroyed in this flood. 


It is obvious that people belonging to 
economically and socially marginalised section 
of the society got more affected. It is important 
to recognize the link between vulnerability and 
disaster. Even a not so intense natural calamity 
can attain a larger proportion as the affected 
community does not have the capacity to deal 
with the unexpected situations. 


Till recent times, at the policy level, assistance 
was extended only in post-emergency 
situations. Conforming to the change in the 
global discourse pertaining to disaster 
mitigation it has been realized that to reduce 
the risks and damages of the hazards it is 
important to reduce the vulnerability of the 
society; here vulnerability implies both 
economical and social. 


Strategies 


Strategy 1 


Pre-positioning of essential supplies related to 
education, health, nutrition, water, sanitation, 
rescue and communication at state, district and 
local levels. 


Activities 


Implementation of Community Based Disaster 
Preparedness programme with an objective to 
enhance the capacity of the community; to 
empower the community in participating in 
decision making processes. 


Strategy 2 


Extend support to CBDP programmes 
implemented by the NGOs that will encompass 
capacity building; community mobilization, 
organization, participation and monitoring, 
social mobilizations campaignas. 


Strategy 3 


Establishing a networking amongst Inter 
Agency Groups and their partners so as to avoid 
duplication of any activity; strengthening 
capacity at Administrative Training Unit and 
IAG and partner agencies. 


Strategy 4 


Strengthening and establishing women’s 
SHGs / thrift and credit societies in the local 
area, so as to enhance the ability of the 
households to cope with disasters. 


Strategy 5 


Networking with Panchyati Raj Institutions to 
prioritize the issue of disaster preparedness in 
the village level planning process and lobby to 
allocate enough budget to carry out the CBDP 
activities appropriately. 


Management Indicators 


Enhancement in community’s capacity to 
deal with emergency situations promptly 
(*This can be monitored by observing the 
number of grain banks, community boats, 
machans etc. that are built or other such 
measures taken at the community level.) 


Capacity of the community to deal with the 
emergency situation with the minimal 
support of external agencies. 


Supplies of essentials like food, drinking 
water and medical kits during the 
emergency situation. (* this can be 
monitored by observing the inflation of 
rates of essential commodities during this 
period). 


+, +, 


—- 


?, 


7 


2 


Law and order situation during the 
emergency period and capacity of the 
administration to control it in case of any 
unruly situation. 


Observing if CBDP is discussed while 
preparing the village level plan at the 
during gram sansad meetings. 


Involvement of SHGs in reconstructing the 
economy of the local area in the post 
emergency situation. (* this can be 
monitored by observing the number and the 
involvement of SHGs and credit and 
savings thrift societies in the local area). 


Reduction in loss of human lives and 
property 
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5.4 Combating Human Immuno Deficiency Virus/ 
Acquired Immuno-deficiency Syndrome ( HIV/AIDS) 


GOAL 


Ensure effective containment of the infection levels of HIV/AIDS in order to achieve 
zero-level of new infections by 2007. 


OBJECTIVES 


Forge partnerships among national / state level governments and non-governmental 
bodies, corporate sectors, academic institutions and other such public- spirited 
organizations to address the issue of HIV/AIDS in a more concerted manner. 


Create an enabling socio-economic environment for prevention of HIV/AIDS, to 
provide care and support to people living with HIV/AIDS and their care givers, 
ensuring protection / promotion of their human rights including right to access health 
care systems, education, employment and privacy. 


Enhance programme management capabilities of the officials and concerned professionals 
working at the state government, municipal corporations, panchayat institutions and 
NGOs exclusively focussed on the issue of HIV/AIDS. 


Ensure horizontal networking at the Implementation level with other programmes like 
Reproductive and Child Health (RCH) programme, TB Control, Integrated Child 
Development schemes and with primary health care system. 


OBJECTIVES 


Implement measures to increase capacities of women and adolescents girls to protect 
themselves from risk of HIV infection, principally through the provision of health care 
and services that includes education on sexual and reproductive health. 


Reduce the risk of mother to child transmission. 


Encourage institutional deliveries and ante natal check ups so that the MTC transmis- 
sions are detected and reported. 


By 2005 ensure that at least 90 percent and by 2010 at least 95 percent of young men and 
women aged 15 to 24 have access to the information, education including peer education 
and youth specific HIV infection, in full partnership with youth, parents families educa- 
tors and health -care providers. 


Ensure supply of adequate and safe blood and blood products to all through health in- 
stitutions by promoting voluntary blood donation. 


Present situation 


West Bengal continues to be a low prevalence 
state as far as the Human Immuuno- 
deficiency Virus (HIV) and the Acquired 
Immuno deficiency Syndrome (AIDS) is 
concerned. This is not withstanding its long 
international border with Bangladesh and 
Nepal, large in-migration of single males, 
high intensity of truck traffic on its long 
network of highways or high levels of 
urbanisation and industrial activity. The 
incidence of HIV / AIDS has not yet acquired 
the alarming proportion as it has in some 
other states like Maharashtra, Tamil Nadu. 


However, there are pockets of higher 
prevalence of HIV/AIDS within the state. 
Besides, the time series data does signal a 
cause for concern. The reported cases of HIV 
in the state have shown a sharp jump from 
670 in 2000, to 906 in 2001 and 1131 in 2002. 
In 2003 922 cases have been reported up to 
June 2003.Similar trend is noticed in the 
sentinel surveillance data as well. 


The age — sex distribution of a sample of 
4168 HIV positive cases indicates a higher 
incidence among males than females. The 3:1 
ratio is probably due to the early stages of 
the epidemic which may even out as if 
matures. 


Age & Sex distribution of HIV 
Positive Cases 


poses. | 108i | 407 


(WB SAPCS) 


The State AIDS Cell that implements the 
agenda of National AIDS Control Organization 
recognize that it is pertinent to address the 
issue while it is at the initial stages. 


Given the long latent period between infection 
and symptoms, the high number of cases in the 
30 — 45 age group and the high sero-positivity 
rates in the 15 — 29 age group indicates a need 
for a shift the focus to high risk behavior in the 
younger age group. For this reason, awareness 
generation, information dissemination and 
attitudinal change is required for early to late 
adolescents. 


NFHS II data reveals that married women in 
15-49 years age group in West Bengal have very 
poor knowledge regarding HIV/AIDS and fare 
worse than the national average. 


Only 26% of women have heard of AIDS and 
more than 50% among those who have heard 
of the disease, do not know how to avoid HIV 
infection. Poor, illiterate, rural, tribal and 
Muslim women have the poorest knowledge 
among all. The lack of basic knowledge of 
AIDS, and ways to avoid infection among 
women in West Bengal is a major challenge to 
efforts to avoid spread of the disease. 


It is clear that AIDS prevention organizations 
need to strengthen the educational components 
of their programmes, in addition to trying to 
reduce high - risk behavior. 


As of March 2001, no specific cases of mother 
to child transmission have been reported in 
West Bengal. However, given the high 
proportion of home deliveries and the HIV 
prevalance of 0.39% among ANC mothers, 


detection of mother-to-child transmissions 
remains a challenge. Additionally, given the 
poor awareness of women, as stated above, 
many women are unable to understand the risks 
of HIV transmission to their unborn children if 
they are not even aware of their own status. To 


this extent, antenatal care and institutional 
deliveries become a prime entry point for 
services and information, training of TBAs on 
universal aseptic precautions and awareness 
generation becomes an important strategy. 


Strategies 


Strategy 1 


Ensure easy accessibility, availability of safe 
blood and blood products for all. 


Activities 


Encouraging voluntary blood donation 
through blood donation camps. 


Strategy 2 


Promote measures to reduce STD and RTI 
cases and control HIV transmission by 
minimizing the risk factor 


Activities 


Effective implementation of the RCH 
programme. 


Strategy 3 


Raise awareness, improve knowledge and 
understanding among general population 
about AIDS infection and STD, routes of 
transmission and methods of prevention. 


Activities 


Promote access to information about 
desirable practices such as avoiding 
multi-partner sex, condom use, sterilization 


of needles / syringes and voluntary donation 
of blood 


Mobilize all sectors to integrate messages 
and programs on AIDS into their existing 
activities so as to maximise the avenues of 
access to information. 


Strategy 7 


Train health workers in AIDS communica- 
tion and coping strategies specially in the 
context of adolescents. 


Strategy 8 


Create supportive environment for the care 
and rehabilitation of children affected with 
HIV/AIDS or orphaned due to parents dying 
from AIDS. 


Management Indicators 


Level of ante- natal registration and 
identification of HIV / AIDS affected 


cases. 


Number of AIDS cases reported 


5. Access by children of AIDS affected 


persons to educational opportunities 
without any fear and discrimination. 


Drug abuse (among adolescents 


exchanging syringes) 
3. % AIDS patients able to get rehabilitated. 
Risks faced by the street children 
4. % of AIDS patients able to access health 
care facilities without any discrimination 
and denial. 
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REGISTRATION 


6.0 Birth Registration 


GOAL 


Achieve 100 percent registration of births and pregnancies by the year 2005. 


OBJECTIVES 


Fulfil the right of every child to an identity. 


Analyze the information available through the revamped Civil Registration System 
(CRS) to obtain estimates of different vital rates such as birth rates, birth order, fertil- 
ity rate and mortality rates at decentralized levels. 


Shift from use of Sample Registration Survey (SRS) to CRS so as to provide useful 
inputs for decentralized planning. 


Use reliable birth registration data as input for securing Child Rights and provide ser- 
vices to all children as per their entitlements. 


Ensure distribution of Birth Certificates. 


Present Situation 


Under the Convention on the Rights of the 
Child, article 7, every child has the right to 
be registered at birth. “The child shall be 
registered immediately after birth and shall 
have the right to a name [and] the right to 
acquire a nationality from birth.” 


The Registration of Births and Death Act 
(RBD act) of 1969 makes birth registration 
compulsory and has provided for statutory 
authorities and processes to enable this. 


In recent years, importance of timely and 
accurate birth registration has been 
recognized the world over, as a crucial means 
to protect a child’s rights. Discourses on 
Child Rights during this period highlighted 
the fact that the lack of a birth certificate may 
prevent a child from receiving health care, 
nutritional supplements and social assistance, 
or from being enrolled in school. Later in 
childhood, birth registration certificates or 
other such identity documents may help 
children protect themselves against early 
marriage, child labour, premature enlistment 
in the armed forces or, if accused of a crime, 


prosecution as an adult. 


In recent years, the state has achieved 
consistently high coverage for birth 
registration (above 90%). This has been 
possible due to the involvement of the 
Panchayati Raj Institutions (PRIs) with the 
Pradhans being declared as Sub- registrars 
of births and deaths under the RBD act. In 
urban areas the registration levels have been 
traditionally high. It is therefore possible to 


use the routinely recorded birth registration 
data for estimating different vital statistics 
related to births and deaths as an input to 


policies and programme interventions. 


Traditionally such input comes from the SRS 
data available only at the State Level. The 
use of SRS data has been necessitated due to 
the inadequacies in the Civil Registration 
System (CRS). Due to sample size 
limitations, however, these rates e.g. the 
annual estimates of IMRs, are estimated only 
Use of the birth 
registration will facilitate such exercise at 


at the state level. 


district and even sub-district level. 


States with high birth registration, e.g. Kerala 
and Himachal Pradesh have already started 
looking at CRS based estimates and intend 
to make an eventual shift from SRS based 
estimation of vital rates. They are also 
considering the possibility of using 
different district level estimates as inputs to 
decentralised planning besides linking these 
data to other crucial information like 
immunisation or school enrolment data at a 
decentralised level. West Bengal can also 
adopt these practices given its high birth 


registration levels. 


Not withstanding the high levels of birth 
registration however, there are two 
difficulties required to be overcome. First, 
the birth registration data become available 
for scrutiny with a time lag of 3-4 years. 
Second, the data under the revamped 
not been 


registration system have 


computerized that makes timely analysis of 
the data and estimation of different vital rates 
difficult. This is one concern that needs to 
be attended to on a priority basis. Finally, 
there is a large gap between the number of 
births registered and the number of 
certificates issued. It is necessary to issue the 
certificates in time. Recently this issue has 
engaged the attention of the Registrar 
General of India and the Chief Registrars in 
different states. A campaign to distribute 
birth certificates to all registered children is 


accordingly proposed to be taken up between 
November 14, 2003 and March 8, 2004. 


It is pertinent to mention here, that the level 
of infant death registration in West Bengal 
is quite low. This aspect of civil registration 
needs attention so as to get important 
information on different aspects of infant 
deaths. This has a bearing on the efforts to 
bring down the IMR and child mortality in 
the state. 


Strategies 


Strategy 1 
Raising awareness about birth registration. 
Activities 


Raise awareness among. different 
functionaries about the statutory requirement 


of birth registration. 


Timely analysis of the birth registration data 
and sharing it at district and sub district level 
for remedial action where needed e.g. if 
children are under registered or there are 
unusual fluctuations in the registration 
levels or girl children are under-registered. 


Sensitization of the new PRI members on 
importance of the birth registration through 
their training programmes and sharing with 
them the registration data and its analysis 
relevant to their area. 


Strategy 2 


Making distribution processes of Birth 
Registration certificates easier: 


Activities 
Sustaining the campaign of distribution of the 
birth registration certificate beyond March 


8, 2004 into a routine exercise. 


Involving ANM / Anganwadi Workers 
(AWW) in distribution of birth certificates. 


Strengthening the convergence between the 
health, ICDS and Panchyati Raj Institutions 
for the above purpose. 


Cross-checking pregnancy registration data 
with birth registration data to get 
information on infant deaths. 


Simplifying different processes involved in 
registration of birth and issue of birth 
certificates. 


Strategy 4 
Establishing the credibility of the CRS data. 
Activities 


Comparing different CRS estimates with the 
SRS estimates and use the 2003-07 period 
for ascertaining the robustness of the CRS 
estimates. This could facilitate switching 
over to CRS data from the SRS system. 


Strategy 5 
Cross sector comparison of data. 
Activities 


Cross checking birth registration coverage 
figures by comparing with cross sectoral data 
on immunisation of children, registration of 
pregnant mothers, enrolment in pre-school 
and primary school levels. 


Management Indicators 


1. Birth registration level. 5. Estimates of Demographic indicators 

based on CRS and their comparison with 

2. Birth Certificates issued as % of births SRS based indicators. 
registered. 


3. Infant death registration. 
6. Convergence between the CRS and the 
4. Timely Availability of registration data SRS estimates. 
from district to the state. 
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7.1 Gender Discrimination 


GOAL 


Address issues pertaining to gender disparities by introducing gender, as a cross cutting 
theme at the policy level, and institutionalize regular monitoring of the trends in 
Gender Disparity as an input to policy. 


OBJECTIVES 


Promote advocacy to highlight gender disparities, where these exist, in the following 
spheres: survival, quality of survival, acquisition of skills, social opportunities, economic 
opportunities, physical security and participation and decision making in the public 
realm. 


Strengthening legal systems aimed at elimination of all forms of discrimination against 
women. | 


Present situation 


At the outset it is pertinent to emphasis, that 
gender is not the only identity a person has, 
there are many others; e.g. region, religion, 
castes or class. Disparities can arise on 
account of gender alone or a combination of 
these factors. Ideally, gender disparity need 
to be analyzed within each of the above 
categories. In reality these exercises are 
limited by non-availability of data 
dissegregated by gender and worse still 
non-analysis of data where available. 


Taking a life cycle approach to disparities 
one could identify different aspects of “well- 
being” and scrutinize these for gender gaps. 


Survival 
Life Expectancy at birth 


The expectation of life at birth projected in 
2001-2006 is 66.1 years for boys and 69.3 
years for girls (Health on the March, West 
Bengal). 


Mortality rates by gender 


The overall Crude Death rate (CDR ) in the 
state is 8.4; for the female it is 8.0 and for 
the male it is 8.7. The under five (U5) 
mortality is 71; higher among male children 
(74.7) compared to female children (67.1). 
Similarly, the male and the female infant 
mortality rates in the state are 54.3 and 47 
respectively (SRS — April 2002). In the 5-9 
and the 10-14 years age group however, the 
age specific death rate for males (1.5) is 
lower compared to the female death rate of 
1.8 (SRS — Compendium 1971-97). 


If we desegregate the Under -5 mortality rates 


further, the child mortality rates are higher 
for female children in the 1-4 year age group 
(23.9) compared to the rates for male 
children (18.5). Within the infancy, however, 
the female infants fare better both in the 
neonatal and the post- neonatal stage. The 
excess female child mortality in the age 
group |- 4 is a reflection of unequal access 
to life sustaining inputs i.e. food, nutrition 
and care including medical care of the girl 
child. 


Still birth rates 


The still birth rates usually show a higher 
number of deaths among male children. In 
recent years however, the SRS estimates 
show a marginally higher still birth rate for 
female children in the state (11.4) in the state 
compared to the rates among male children 
(10.9) This requires further analysis. 


Child Sex Ratios (0-6 years) 


Child sex ratio is a good indicator of the sex 
composition in a society as this is free from 
effects of sex selective migration. As per 
2001 census, child sex ratio in West Bengal 
is 963 girl children per 1000 male children, 
well above the national average of 923 but 
marginally lower than the ratio in 1991 (967). 
However, the ratio for Kolkata (923) is rather 
disturbing. In terms of overall sex ratios, 
Medinipur has the highest sex ratio of 955 
females per 1000 males and Kolkata has the 
lowest sex ratio of 824. (Census 2001). 


Sex ratio at birth 


Is an important indicator of growing 
masculinisation of the sex ratios at birth due 


to sex selective abortions or foeticide. While 
the sex ratio at birth in 1981 and in 1991 
within the state has remained within a 
normal range of 101 to 105 boys to 100 girls 
born, there is an urgent need to estimate these 
figures from the 2001 census data. 


Quality of survival 


From the disparities in survival, we need to 
move to the quality of survival 


Birth Registration 


Although the birth registration coverage in 
the state stands at a commendable 98 %, this 
information is not analysed by gender. Such 
analysis is necessary to identify areas where 
female children are under registered. The 
state level averages in such a Case e.g. 
a ratio of 952 girl children registered for 
every 1000 male children born in 1999, may 
not reveal the regional disparities. (Please 
see chapter on birth registration). 


Complete course of immunization 


Routine information pertaining to 
immunization data is often presented in a 
gender blind mode. Even surveys like NFHS 
or RCH that present overall immunisation 
coverage by gender, do not provide this break 
up by antigens or within different categories 
like location (urban or rural) or social groups 
e.g. SC or ST. It is necessary to disaggregate 
these data in order to identify the segments 
where the girl children lag behind. Prima 
facie it appears that gender disparity is not 
strong in BCG coverage, but when the DPT-— 
I to DPT — III or BCG to Measles drop out is 
analysed, girls tend to drop out more than 
the boys. 


Nutrition 

Next to immunisitation, nutrition is another 
area marked by gender blindness. Current 
reporting format in the ICDS dispenses with 


the age and gender break up of nutritional 
status even though this information is 
available in the project level MPRs (Monthly 
Progress Report). Analysis of data from these 
MPRs reveal gender gap in nutrition in 
several regions especially in the 0-3 year age 
group. Further, this gap may vary seasonally; 
being lower during the season of low 
malnutrition and higher in the lean season 
when food is scarce. Where this continues 
over a long period of time the cumulative 
effects may manifest in low Body Mass 
Index (BMI) among adolescent girls! This 
will be particularly so if the lean season 
deprivation does lasting damage which can 
not be compensated during the time of plenty. 
Preliminary analysis also reveals that the 
gender gap in the incidence of malnutrition 
at aggregate level seems to widen as 
nutritional levels are improved through 
different interventions even though the girls 
may gain in absolute terms. The boys it 
seems, ‘reach there faster’. 


Anaemia 


Overall, 78 percent of the children (6-35 
months) are found to be anaemic. In the state 
Including 27 percent who are mildly anaemic, 
46 percent who are moderately anaemic 
(Source NFHS-2) Children in the rural areas 
are much more anaemic if evaluated in 
absolute numbers. 


High levels of anameia among adolescent 
girls and women is also a matter of concern. 
Around 60% of girls belonging to 15-19 years 
of age suffer from anaemia. However, a large 
percentage of these (40.6%) suffer from mild 
anaemia. 


Age at marriage / first pregnancy 


Early marriage and subsequently early 
pregnancies is a major barrier preventing 
women from participating in their productive 
role appropriately as they begin to loose 


opportunities, both social and economic on 
this account. Despite evidence of a rising age 
at marriage, it is observed that almost 
three-fifths of women of age 20-49 in West 
Bengal were married before they had reached 
18 years of age (legal minimum age for 
marriage set by the Child Marriage Restraint 
Act of 1978). Specifically 58 % of all women, 
66 % of rural women and 39 % of urban 
women aged between 20- 49 are married 
before age 18. 


Skill acquisition 


As mentioned above, gender disparity begins 
at the very early stage of skill acquisition 
consequently restricting women from 
participating in their productive role more 
efficiently. 


Literacy 


While the age group break up of literate 
persons is not available from 2001 census, 
the overall gender gap in literacy continues 
to be a matter of concern. It is to be noted 
that there has been a reduction in the 
absolute number of literate for the first time; 
female as well as male (Census 2001-Paper 
2). The gender gaps are particularly sharp 
among the SC and the ST population. 
Similarly, rural females are more likely to be 
illiterate than the rural male. 


Attendance in Schools 


If we look at the school attendance levels, 
the gender gap in the state is not sharp; 79.9 
% among girls (under 14 years of age) 
compared to 83.9% for the boys. However, 
this gap becomes wider in the rural areas. 
(For further details see education section.) 


Drop-out at primary level 


The overall number of children dropping out 
from primary schools in the state is a subject 
of immediate concern, more girls (78.3) drop 
out compared to the boys (70.3%) between 


class I-VIII. This is much higher than the 
national average of (54.4 %for boys and 
60.1% for girls). Drop -out rates are 
astoundingly higher among SC/ST and it 
would be of considerable interest to gather 
gender specific data for the SC/ ST 
community. (For details please see section 
on Education) 


The issue of drop-out needs to be studied at 
different levels of education. It is quite likely, 
that the tendency to drop out is strong up to 
a stage and beyond it the drop — out 
diminishes. Such information is extremely 
useful for policy formulation. 


Child Labour 


Among children aged between 5-14 years, 11 
% are engaged in economically productive 
labour; this is marginally less than the 
national average (12.7%). 


However, the NSSO data for the 50" as well 
as 55th round reveal a decline in the 
incidence of children (5-14 years) in work 
for male children but a very sharp increase 
in the case of female children between the 
two rounds. This increase accounts for a 
major portion of the increase in the workforce 
participation of female workers between the 
two rounds. 


Female Work force Participation 


The entire area of women’s (girls included) 
workforce participation is a contentious one 
and needs serious monitoring. It is important 
to monitor this since workforce participation 
levels of women strongly correlate with girl 
child survival. Further, women’s control over 
income is reported to have positive effects 
on the nutritional status of children of both 
sexes. The relevant parameters for 
monitoring include; 


e Workforce participation ratios 


e@ Patterns of workforce participation 


@ Wage disparity 

e@ Waged and unwaged work 

@ Workplace conditions 

e@ Patterns of migration 

@ Women headed households 

Monitoring of these indicators assumes 
importance given the close correlation 
between survival and _ workforce 
participation. Most girl child get absorbed 


with in the house- hold facilitating the 
reproductive role of her mothers or other 


female adults in the family. They also assist 
their family with productive role and for that, 
obviously, they do not get any cash for their 
work. 


Participation in decision making 
processes 


Participation of Women in political process 
has gone up thanks to the reservation of seats. 
Sensitisation of the women representatives 
in the PRIs on different aspects of gender 
discrimination can be expected to have a 
positive effect on the development of girl 
children. 


Strategies 


Rather than having separate strategies in this 
area, identification of disparities, 
highlighting these and advocacy within 
individual programme for universal coverage 
as an anti-dote to gender gap is likely to 
achieve the best result against gender based 
discrimination. 
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Management indicators 


There are clearly no separate management 
indicators in this area. Each of the indicator 
identified in different chapter has to be 
segregated by gender, analyses and mapped 
as an input to policy planning. Further, such 
disaggregation is to be insisted upon within 
each sub category, e.g. urban and rural, age 
group, social group and so on. Finally, a 
serious analysis needs to be made of the 
‘excluded’ category e.g. children missing all 
immunisation, children out of school and so 
on. If gender discrimination exists, chances 
are that girls will be present in a larger 
number among those excluded. 
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7.2 Advocacy and Community participation 


GOAL 


Making advocacy for Child’s rights as a cross cutting theme in the overall planning 
process; ensuring community participation at every stage beginning from design, 
formulation and implementation of policy decisions by dovetailing these with 
decentralized decision making. 


OBJECTIVES 


Advocacy at all levels in the government and non-government sectors regarding the rights 
and issues pertaining to the child. 


Harness community participation for implementation of programmes for child development, 
prevention of child abuse / exploitation etc. 


Achieving public commitment to respect, protect and fulfill the rights of children by forming 
partnerships with Human Rights Groups, NGOs, civic bodies, elected representatives at 
various levels, and people’s groups. 


Mobilization of media to promote issues pertaining to Child Rights and expose flagrant 
denials of these rights. 


Incorporating Child Rights goals into state laws, policies, plans and budgets. 


Instilling and activating the recognition and articulation of Child Rights by all service 
providers through the communication systems and training components of these 
services. 


Capacity enhancement of the community through dissemination of information. 


Present situation 


Much before the 73 and 74" amendment of 
the constitution at the national level, 
advocacy and community participation has 
been identified as the key to development of 
a just society in West Bengal. Under the 
Convention on the Rights of the Child (CRC) 
and Convention of Elimination of all forms 
of Discrimination Against Women (CEDAW) 
the state is determined to ensure the Rights 
of women and children. 


The following cross cutting themes are 
reflected in each of the state’s policies in this 


regard. 


Ensuring the role of women in the 
community through equal access to 
education, training, credit and other 


extension services. 


Forging and strengthening linkages to reduce 
risk factors associated with Mother and Child 
Health through ante-natal and post-natal 
services and safe motherhood packages. 


There is a strong political commitment to 
decentralised planning through Convergent 
Community Action (CCA) in both rural and 
urban areas. However, awareness on the 
Convention on the Rights of the Child (CRC) 
is not widespread. Officials and elected 
representatives are not fully aware of this 
Convention and the responsibilities of 
various agencies including the state, local 


bodies and other institutions. This makes it 


difficult for regular monitoring and 


reporting on progress in fulfilment of the 
CRC. 


To rectify this drawback, GoWB has made 
large transfers of funds to local bodies for 
implementation of programmes and this will 
continue to be the practice. UNICEF is 
supporting capacity building, development of 
the training modules and orientation 
programmes. The planning process 
emphasises social sectors such as 1) health, 
nutrition, water and sanitation, 2) education 
and early childhood education, 3) gender, 


women’s empowerment and child protection. 


West Bengal continues to have regular 
panchayat elections, the latest one having 
taken place in 2003 itself. Nearly 60,000 
representatives were elected, of which 
slightly over a third are women. A similar 
emphasis has been more recently laid on the 
formation of the Nagar Palika systems in 
urban local bodies. The presence of such a 
high ratio of elected women representatives 
provides an ideal channel for development 
of child-focused policy, effective service 
delivery and community empowerment. 
Women in West Bengal have better political 
representation and also the tradition of 
Panchyati Raj Institutions is stronger here, 
members of which are elected at regular 
intervals through democratic process. These 
conditions provide an ideal ground to 


implement the CRC. 


Strategies 


One of the major stumbling blocks in 
implementing the agenda of CRC is the lack 
of identification of the accounts on which the 
children are deprived; most often the issues 
are very complex in nature and cannot be 
addressed in a straight forward manner. For 
example children engaged in productive 
labour work not necessarily only misses on 
their learning period but also are deprived of 
proper health care facilities, access to basic 
services and are exposed to many risks. 


Lack of data and their appropriate analysis 
is one of the major gaps in formulating 
adequate policies but this in turn is the 
reflection of a society that is not yet 
sensitised about children’s issues. 


A cross cutting strategy with an objective to 
bring changes in attitude at different levels 
that includes citizens, “difference makers” in 
the society, prominent personalities, 
political representatives, and children and 
women’s groups about rights of children and 
women. This it is envisaged could create a 
condition conducive to implement the CRC. 


Keeping sensitisation and awareness 
building among the people to bring 
attitudinal change as a cross cutting strategy, 
other four key strategies are listed below. 


Strategy 1 


Convergent Community Action 


The Convergent Community Action (CCA) 
Strategy has been accepted as a state 
government programme (strategy) with 
UNICEF providing selective support. It is now 


being implemented in 40 blocks and will be 
extended to the entire state over the next two 
years. As part of the GoWB’s decentralised 
planning process, it entails the changing of the 
relationships between community, the 
Panchayat systems and the government and 
underscores the importance of changing 
mindsets and behaviours mainly of the 
community, elected representatives and service 
providers. It aims at mobilising the local 
community in solving their own problems 
through use of local resources, strengthening 
service delivery and empowerment of people, 
especially women, through mechanisms such 
as self-help groups (SHG). 


Activities 


Promoting decentralized 
community management 


The Government has accorded highest priority 
to decentralisation. While functions and 
sizeable funds have already been transferred 
to the local bodies (both urban and rural), the 
services of functionaries have been placed with 
the local bodies as an interim step. In an 
increasing number of areas, local bodies are 
encouraged to hire functionaries themselves. 


Decentralisation has increased people’s interest 
and participation and has led to greater 
ownership and higher programme impact. 
Support to decentralisation processes right from 
the planning stage at the community level will 
ensure appropriate prioritisation and choices 
for better and more effective decision-making, 
better implementation, management and 
monitoring of services. This will ensure that 
issues related to children and women would be 
accorded high priority and action especially at 
the community levels leading to greater 
progress in the fulfilment of the CRC. 


Activities 
Women’s participation 


Gender remains high on the agenda of 
programmes like reproductive and child health, 
CCA, and integrated in some programmes, for 
instance the rural sanitation programme. 


Fortunately, a significant achievement is the 
incorporation of women’s empowerment and 
gender issues as one of the six key components 
of each village and gram panchayat plan. In 
addition, with women accounting for over 33% 
of the nearly 60,000 elected panchayat 
members, West Bengal is in a strong position 
to expand women’s capabilities to further Child 
Rights. The Community-Based Disaster 
Preparedness project targeting women’s SHGs 
has promoted the empowerment of women 
through active participation in gram sansad 
meetings. 


Strengthening partnerships 


Partnerships have worked well at the panchayat 
levels, with government through PRI, with 
NGOs, the interagency disaster management 
group, Government-NGOs-donors networks 
and with the media. A politically stable 
environment has led to the establishment of 
strong partnerships within the GoWB for some 
programmes (CCA, water and sanitation, health 
and education). In those areas where UNICEF 
is initiating new programmes (e.g. nutrition, 
child protection) potentially powerful 
relationships are emerging. Though UNICEF 
has diverse partners in some programme areas 


(e.g. child protection, rural sanitation, 
emergency and communications), there is a 
need to involve more strategic partners, NGOs 
and other civil society members. Those 
programmes that have demonstrated 
appreciable impact are those that have 
established strong strategic partnerships. A 
major weakness has been the factor of ‘political 
considerations’. Some of the areas, which 
require strengthening are: Public sector, 
industries, academic institutions, corporate 
houses, media, police/law enforcement 
agencies and political groups/personalities. 


Activities 


Collecting, analyzing and disseminating age 
specific quantitative and qualitative data on girl 
child rights for inclusion in state policies and 
plans. 


Gathering and disseminating data on violence 
against girls and abuse within family to promote 
public and policy action. 


Promoting debate on civil and political rights 
of girls and her rights within the family using 
appropriate communication materials. 


Preparing and contributing materials on girl 
child rights, to training programmes for 
panchyatas and Nagar Palika (municipal 
members and frontline workers to initiate 
debate at the community level). 


Promoting the rights of specially vulnerable 
children and developing workable strategies for 
action towards realizing their rights. 


Management Indicators 


_ Number of different levels of functionaries 
and media personnel trained on Child rights 
and problems issues. 


. Training packages developed for teachers 
and Panchyat members on Child Rights. 


. Information Education and communication 


(IEC) materials produced and distributed. 


. Number of NGOs involved / supported in 
communication training for field 
functionaries. 


. Coverage on children’s issues in the print 
and electronic media. 


. Review of activities with the child as the 


focus. 
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. Review of child related laws. 


. % of population groups aware of children’s 


rights, determined by surveys. 


Number of children, affected by conflict, 
enrolled and attending in primary school. 


Number of girl children completing primary 
school. 


Partnerships forged between government 
professional agencies, international 
agencies and human rights based 
organizations. 
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SPAC - Monitoring Sheet : A life cycle view : 2003 


Department of SW and WCD Government of West Bengal and UNICEF Kolkata 


India and West Bengal Information as on 31 October 03 


Birth Registration | =e 
Weighment at Birth 


Low Birth Weight (< 2500 gms 


Source / Remarks 


| |s 


Health on March the 2001/CRS 
MICS2000 


Birth weight and 
Registration 


Sex Ratio CRS* 

Fs Spill ie ana peer Census of India 2001 

LifeExpectancy | Male —CsCidC 

at birth 

EUS (a Ea ee ae Te 

Mortality Rates 
0" a se | 
i) eae 77) 


| Measles MICS - 2000 
| FullyImmunised 
Not Immunised 


BCG 
46 

Morbidity Polio Cases (Number) WT NPSP / Govt. of India 
| 23.¢ 


MICS - 2000 
MICS - 2000 


MICS - 2000 


etn s| 
Feeding Practices} Colostrum i st 
BBS NFHS-2(4months)(Now6 months) | 


Based on ICDS data 
Grade-ll 
Grade-lll/IV 


Basedon Survey data] Wasting | | NFHS - 2 
Stunting 5 | NFHS-2 
Underweight | 48.7 | NFHS - 2 


Anaemia (6-35 Months) 
| Vitamin-Acoverage __——|_31.5_| 54.9 | MICS - 2000 
lodised Salt Use teed NFHS - 2 


Enrolment Rate | 61.2 | ICDS MPR 


Selected Educational Statistics 2001 


SPAC - Monitoring Sheet (Continued) 


Drinking Water Primary Schools 


Source / Remarks 


Coverage Overall households 


Water Quality 
Coverage 

Children requiring Special attention 

Child Labour 
Disability 


children (24-59 Months) 
Incidence (overall) 


___NA 


Census 2001 and 
TSC data (2003 April) 


[el 
nT 


NSSO 55 round (1999-2000) 


NA Official Statistics on identified children 


Children outside p 
Funder IPC7SLL_______ | S3675 
Violence 
Crime rate (per lakh population) 
Nutritional Status 
HIVIAIDS 
Femaleltercy [| 
an ae meer anes Oe 8 Oe 


Maternal Health 


Marriage Median age at marriage 


% married < 18 Years 


Age at first pregnancy 
Pre-natal TT (2 Doses) 


MICS (Children below 15 Years per 1000 children) 


NCRB 2001 (Absolute number) 


NFHS - 2 (15-19 Years) 
NFHS - 2 (15-19 Years) 
NFHS - 2 

SACO 2002 

Census 2001 


NFHS - 2 (25-49 Years) 
NFHS - 2 (20-49 Years) 
NFHS - 2 

MICS - 2000 

NFHS - 2 

NFHS - 2 

NFHS - 2 

MICS - 2000 

RCH - II (1998-99) 
MICS - 2000 

SRS April 2000 


) 
Received 100 IFA ; 
Consumed All supply 
Pregnancy Anaemia 
( 


ANC (Any) 
ANC Full 


Post - natal Institutional deliveries 


Birth Spacing > 36 months (%) 
Anaemia (Lactating mothers) 


** Important parameter : Data needs to be developed 
NA : Not available at the time of going to the press. 


Legend : 


Notes: * Reflect under registration of girls/sex selective abortion | 
a) This sheet provides comparison between West Bengal and India. 
b) Similar data for differences by gender and location (Rural / Urban) under development. 
c) A similar sheet can be prepared for the districts / Blocks 
d) These sheets are proposed to be updated every year on Children's day. 
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List of Abbreviations : Annexure II 


AFP 
AGS 
AIDS 
ANM 
ARI 
BCG 
BFHI 
BPHC 
BPNI 
CARS 
CBR 
CCA 
CDD 
CDS 
CES 
CHC 
CMHO 
CNSPM 
CRC 
CRSP 
CSSM 
DDK 
DHS(FW) 
DIET 
DISE 
DPEP 
DRDA 
DPT 
DTU 
DUDA 
DWCRA 
DWCUA 
ECCE 


Acute Flaccid Paralysis 

Adolescent Girl Scheme 

Acquired Immune Deficiency Syndrome 

Auxiliary Nurse Midwife 

Acute Respiratory Infections 

Anti-tuberculosis vaccine 

Baby-Friendly Hospital Initiative 

Block Primary Health Centre 

Breastfeeding Promotion Network of India 
Community Awareness for Rehabilitation Schemes 
Crude birth rate CBCS Community Based Convergent Services 
Convergent Community Action 

Control of Diarrhoeal Diseases 

Community Development Society 

Coverage Evaluation Survey 

Community Health Centre 

Chief Medical Health Officer 

Children in Need of Special Protection Measures 
Convention on the Rights of the Child 

Centrally Sponsored Rural Sanitation Programme 
Child Survival and Safe Motherhood (Programme) 
Disposable delivery kits 

Director of Health Services (Family Welfare) 
District Institute for Education and Training 
District Information System for Education 

District Primary level Education Programme 
District Rural Development Agency 

Diptheria Pertussis Tetanus 

Diarrhoea Treatment Unit 

District Urban Development Agency 

Development of Women and Children in Rural Areas 
Development of Women and Children in Urban Areas 
Early Childhood Care and Education (Programme) 
Environmental Improvement of Urban Slums 

First Referral Unit 

Family Welfare 

Government of India 

Growth monitoring and promotion 


Human Immunodeficiency Virus 


HRD 
ICCW 
ICDS 
ICMR 
IDD 
IEC 
IFA 
ILCS 
IMA 
IMR 
LPP 
IRDP 
IUGR 
IUGM 
JRY 
IPCD 
MCH 
MCN 
MCP 
MICS 
MIS 
MLL 
MMR 
MNP 
MO 
MRA&E 
MSL 
MTP 
NCERT 
NFE 
NFHS 
NGO 
NHC 
NHG 
NIDDCP 
NIMH 
NIN 
NNT 
NPRD 
NRY 
OPV 
ORS 


Human Resource Development 

Indian Council for Child Welfare 

Integrated Child Development Service 

Indian Council for Medical Research 

Iodine Deficiency Disorders 

Information Education and Communication 

Iron Folic Acid (Iron tablets) 

Integrated Low-Cost Sanitation (Programme) 

Indian Medical Association 

Infant Mortality Rate 

IX India Population Project [World Bank aided project-ninth] 
Integrated Rural Development Programme 
Intrauterine Growth Retardation 

Intrauterine Growth Monitoring 

Jawahar Rojgar Yojna KAP Knowledce, attitude and practice 
Litres per capita per day 

Mother and Child Health (Programme) 

Mother and Child Nutrition (Programme) 

Mother and Child Protection (Programme) 
Multi-Indicator Cluster Survey 

Management Infon-nation System 

Minimum Level of Learning 

Maternal Mortality Rate 

Minimum Needs Programme 

Medical Officer 

Ministry of Rural Areas and Employment (GOI) 
Measles 

Medical Termination of Pregnancy 

National Council for Education, Research and Training 
Non-formal Education 

National Family Health Survey 

Non-government Organisation 

Neighbourhood Committee 

Neighbourhood Group NICNET National Informatics Network 
National Iodine Deficiency Disorder Control Programme 
National Institute for the Mentally Handicapped 
National Institute of Nutrition 

Neonatal tetanus 

National Programme for Rehabilitation of the Disabled 
Nehru Rojgar Yojna 

Oral Poliomyelitis Vaccine 


Oral Rehydration Salts 


Ww) 


UNICEF 
UPE 
VEC 
VLOM 
WATSAN 
ZBTC 


Oral Rehydration Therapy 

Public Distribution System 
Protein-Energy Malnutrition 

Primary Health Centre 

Public Health Engineering Department 
Participatory Learning and Action 
Para-medical worker 

Post parturn 

Part per million 

Panchayati Raj Institution 
Parent-Teacher Association 
Reproductive and Child Health (Programme) 
Rehabilitation Council of India 
Restdent Community Volunteer 
Regional Medical Research Centre 


Rural Water Supply (Programme) 


Surveillance Centre / Sentinel Centres I Sub-centre 


State Council for Education Research & Training 


Suppression of Immoral Traffic Act 
Swama Jayanti Sahari Rojgar Yojna 

State Plan of Action for Children 

Sample Registration Survey 

Sexually Transmitted Disease 

State Urban Development Agency 
Traditional birth attendant 

Tetanus toxoid 

Two doses of tetanus toxoid 

Tetanus toxide (for pregnant women) 
Urban Basic Services for the Poor 
Universal Elementary Education 
Universal Immunisation Programme 
Urban Local Body 

United Nations Children’s Fund 
Universal Primary Education 

Village Education Committee 

Village Level Operation and Maintenance 
Water Supply and Environmental Sanitation 
Zonal Blood Testing Centres 
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